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Suggestions from 
profession lead to 
unique development 
for sufferers from 


respiratory ailments 


Spurred by mapas from the 

profession, DeVilbiss has now 

perfected the first successful 
pocket nebulizer which the patient 
may carry with him at all times and 
use at a moments notice. 


Doctors had too often encountered 
patients who were inconvenienced by 
the lack of a nebulizer that could be 
safely carried in purse or pocketbook 
and some were even caught “‘off base”’ 
by sudden attacks of asthma and sub- 
jected to considerable discomfort un- 
til relief measures could be taken. 


Leak proof, practically unbreak- 
able. Provided with attractive carry- 
ing case. Weighs but an ounce and a 
half. Particle size and performance 
equal to that of regular nebulizers. 
Ask your pharmacist to show the new 
DeVilbiss No. 41 Pocket Nebulizer. 
$5.00 retail. The DeVilbiss Company, 
Somerset, Pa., and Barrie, Ontario. 


SOMERSET, PA. 


“The Line the Physician Knows and Prescribes” 
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RAU-SED is preferable to barbiturates 
for sedation because it does not interfere 
with normal activity or alertness, provided 
dosage is properly adjusted. 


Squibb Reserpine 


FOR SEDATION 


0.5 mg. tablets, bottles of 50 and 500. 
0.1 mg. and 0.25 mg. tablets, bottles of 100 and 1000. 


SQUIBB 


*RAU-SED® IS A SQUIBB TRADEMARK 
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SECRETARY'S NEWSLETTER 


FEBRUARY, 1955 


Significant Events 


Paul de Kruif Article 
Stirs Public Interest 


> The nation's sincere desire and need to place its medical 

welfare in the hands of the family doctor is being 

dramatically illustrated by the veritable avalanche of 

letters, telegrams and phone calls prompted by Paul de 
ruif's February Reader's Digest article entitled "Family 
ctor: Model 1955." 


De Kruif's mention of the Academy's sincere desire to 
furnish the names of members in any locality has brought 
more than 500 letters a day. More than 60 telegrams have 
been received plus telephone calls from points as distant 
as Ithaca, N. Y. Inquiries have come from families, 
corporation board chairmen, civic health centers, surgeons, 
pediatricians, industrial physicians and other specialists. 


A cursory estimate indicates that 90 per cent of the 
letters are from people who want a family doctor and have 


now learned how to obtain one. These are almost uniformly 
intelligent letters from people with a sincere, honest and 
urgent request. Approximately 5 per cent of the letters 
seek information about their own family doctor. Is he, 

they ask, a member of the Academy? The remaining 5 per cent 
contain a long case history plus a recital of symptoms 
mingled with criticisms of doctors and ending with, 

"I thought you could help me or tell me why my doctor 
can't." These readers receive a letter advising them that 
only their family doctor can answer their questions. 


To cope with this resounding response, Academy head— 


quarters has established an ad hoc department which will 
devote full time to prompt replies. Pages from the 


latest membership directory are being reprinted and will 
be mailed, with a letter, in reply to all requests. This 
effort will doubtless bring many new patients to hundreds 
of Academy members. If the eventual response totals only 

1 per cent of the magazine's readership, 175,000 inquiries 
will be answered. 


As stressed in the Dichter report, published in the 
October, 1951 issue of GP, the public feels a deep, in- 


stinctive need for a single doctor to supervise over-all 
medical care. Some of the letters, almost piteous in 
content, tell about incessant shuttling from specialist 

to specialist. A New York reader said he was told that 
"the family doctor no longer exists." A Los Angeles mother 
pointed out that the five members of her family "go to five 
different physicians—not one of them a general 
practitioner." 


Other inquiries, prompted by the Reader's Digest 
article, have come from general practitioners who are 


anxious to learn about Academy membership requirements. 


Academy Lists 58 
Television Outlets 


There is every reason to believe that a substantial 
membership increase will ultimately result. 


This tremendous volume of mail proves beyond per— 
adventure of doubt that the public now regards the Academy 


member as an active, highly trained family physician. 


Reprints of the article will be mailed to every 
physician in the country and will be available at cost to 
state chapters and Academy members. 


It would be wrong to accord the de Kruif article full 
credit for the recent upsurge of interest in the Academy. 
It is, essentially, simply the high point of the Acadeny's 
stepped-up public relations program. Recently, articles 
based on either the Academy or the family doctor have 
appeared in Collier's, Cosmopolitan, American Magazine, 
Kiplinger's Changing Times and other publications. The 
headquarters office has welcomed each opportunity to 
participate in the preparation of these articles. 


Hundreds of Academy members have also written to the 
executive secretary expressing praise for the article and 
congratulations for the success of the effort which brought 
it about. Although it will be impossible for the 
executive secretary to acknowledge the many kind and 
cordial letters personally addressed to him, they are 
nonetheless appreciated. It is hoped members will realize 
the circumstances that make it impossible to acknowledge 
each letter. 


> Last minute negotiations added two Canadian and two domes- 
tic cities to the list of those scheduled to receive the 
Academy's February 24 closed circuit television symposium. 
Outlets are pinpointed on a map which appears on page 126. 
Three unlisted outlets, Johnson City, Tenn. (WJHL-TV), 
Cheyenne, Wyo. (KFBC-TV), and San Diego, Calif. (KFBM-TV), 
have been definitely scheduled. Other possible outlets 
include Greensboro, N. C. 


More than 20,000 invitations are being mailed by the 
Academy headquarters office. Additional thousands will be 
mailed by constituent chapters. Academy members will be 
asked to register and will receive formal postgraudate 
pe Members are reminded that guest physicians are 
welcome. 


Coaxial cables will carry the one-hour program to 54 
domestic and four Canadian cities. Entitled "Management 
of Streptococcal Infection and Its Complications," the 
telecast will be the largest closed circuit network 
program in the history of the television industry. 


The program will be opened at 6 p.m. (EST) from CBS New 
York studios by William B. Hildebrand, president of the 

cademy. Speakers, and their subjects, are as follows: 
John D. Keith, associate professor of pediatrics, University 
of Toronto, "Complications of Streptococcal Infection"; 
Burtis B. Breese, assistant professor of pediatrics, Uni- 
versity of Rochester, "Diagnosis and Treatment of Strepto- 
coccal Infection"; Lowell A. Rantz, associate professor of 
medicine, Stanford University School of Medicine, "Epidemi- 
ology of Streptococcal Infection"; Gene H. Stollerman, di- 
rector of Irvington House, "Prevention of Rheumatic Fever." 
Academy member Keith Hammond, Paoli, Ind., will conduct a 
question period on "Applications to General Practice." 
Charles H. Rammelkamp, Jr., professor of medicine, Western 
Reserve University, will summarize the papers presented. 
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This Month's Authors 


Dorothy W. Baruch, Ph.D. is one attractive reason why you should never under- 
estimate the power of a woman. The author of “Common Emotional Problems 
of Childhood” has a formidable number of degrees and accomplishments to her 
credit. Dr. Baruch, the wife of a medical doctor, is a consulting psychologist in 
Beverly Hills, Calif., specializing in childhood and family problems. A mother 
and, unbelievably, a grandmother, Dr. Baruch has authored innumerable books 
for both adults and children. Her numerous articles have been published in both 
lay and professional journals. 


Thomas E. Cone, Jr., M.D., who brings us this month the article, “Iatrogenesis 
Pediatrica,” brings also a wealth of experience in his subject. Dr. Cone is chief of 
Pediatrics at the U.S. Naval Hospital in Bethesda, Md., as well as clinical assistant 
professor of Pediatrics at Georgetown University Medical School. A graduate of 
Columbia, Dr. Cone is a fellow of the American Academy of Pediatrics and is certi- 
fied by the American Board of Pediatrics. A member of the U.S. Navy since 1941, 
Dr. Cone has not overlooked things nautical in his writing. An article on which he 
collaborated last year (in another journal) dealt with seasickness. 


I. Phillips Frohman, M.D., a busy fellow, has his capable fingers in a lot of 
medical pies. The author of ‘Treatment of Cervical Erosion” is an active member 
of the American Academy of General Practice, serves on the Publication Com- 
mittee of GP for which his facile pen has authored many other words of wisdom. 
Dr. Frohman heads a three-man general practice clinic in Washington, D.C., does 
a lot of industrial medical work in addition, belongs to many medical organiza- 
tions, and occasionally catches his breath at his country home where he relaxes with 
two boxer dogs, the lawn mower—and medical articles. 


Donald E. Pickering, M.D., co-author with Lee B. Lusted, M.D. of “Thyroid De- 
ficiency in Infants and Children,” has been involved in a lot of monkey business in 
his professional career—research in endocrine and metabolic aspects of growth 
in infant Rhesus monkeys. His published works in this field have been balanced 
by others springing from his similar careful research in clinical pediatrics. Dr. 
Pickering, a native Californian, is now a busy assistant professor of pediatrics at 
the medical center of his alma mater, the University of California School of Medicine 
at San Francisco. 


Goodrich C. Schauffler, M.D., author of “Maternity Minus Marriage,” is more 
than a master of alliteration. An obstetrician and gynecologist practicing in 
Portland, Oregon, Dr. Schauffler is also founder, editor and publisher of Western 
Journal of Surgery, Obstetrics and Gynecology, and assistant clinical professor of ob- 
stetrics and gynecology at the University of Oregon Medical School. Dr. Schauffler’s 
wide medical horizons formerly encompassed directorship of the obstetrics and 
gynecology section of the UNRRA and World Health Coguntation’ s China 
program. His byline has appeared in GP twice before. 
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In addition to the usual 
aids in selecting 


A 15-DAY EXPERIENCE 
OF YOUR OWN 


SANBORN ComPaAny, or any of its 
jf / representatives, will be glad to furnish 

Ly : you with a list of Viso-Cardiette owners in 

why’ your city, or area, so that you may ask them about their 
experiences with the Viso. We also invite you to ask us for 
completely descriptive literature on the Viso. And, if you are located 
in one of the thirty Sanborn Branch Office or Service Agency cities, 
or its environs, a representative will be more than glad to 
arrange a demonstration in your office. These are the customarily 
available aids in selecting an electrocardiograph, not 
necessarily exclusive to Sanborn. 


However, exclusive with Sanborn is a “direct-to-user” policy 
which offers any physician or hospital added benefits in 
sender Ecc ownership. Among these is the opportunity to use a Viso 
sa liailidaaee Cardiette as your own, for 15 days, and without obligation of any kind. 
METABULATOR, (If, at the end of the test period, you don’t like the Viso, you simply 


a metabolism tester return it to us in its convenient, specially designed shipping carton.) 


Prantl Thus, to the usual aids in judging and selecting an Ecc, Sanborn 


Descriptive literature lets you add your own experience. May we tell you 
is available. more about this plan? 


SANBORN COMPANY 
195 Massachusetts Avenue, Cambridge 39, Massachusetts 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Some Questions on Polio 


Dear Sir: 

I would like some clarification and further information about 
the “Fundamentals of Poliomyelitis” by Randolph Batson, M.D. 
published in the July 1954 issue, Volume X, page 41. 

It is stated that poliomyelitis is the most common infectious 
disease, then a considerable portion of the article is devoted to 
the difficulty and uncertainty of making a diagnosis. How is the 
original statement supported? Is there a test that can be made 
away from a virus laboratory which will show the presence or 
absence of antibodies? 

It is stated that the incubation period is four to seven days, or 
may be several weeks, then it is stated that no known instances 
of cross infection in the home have been reported. How is it 
known when the exposure takes place? 

I note you advise continuing all activities. My experience has 
been opposite to yours. There is more hysteria, arising from 
fear of the unknown, and a feeling of inadequacy, when my pa- 
tients are kept at home than when in the hospital. 

J. Rocer U. Campsett, 
Gilroy, Calif. 


GP welcomes interest such as Dr. Campbell has shown concerning 
the article, ‘Fundamentals of Poliomyelitis.” His inquiry was re- 
ferred to the article’s author, Dr. Randolph Batson. The following is 
Dr. Batson’s reply —Mepicat Eprror 


Dear Dr. Campbell: 

It has been shown by antibody determinations and virus 
cultures that poliomyelitis is one of the more common infectious 
diseases, The majority of the adult population has been infected 
with this virus. This does not mean it is easily diagnosed but 
only makes its recognition more difficult. Abortive poliomyelitis 
characterized by various combinations of minor symptoms may 
easily be overlooked and as emphasized in the article to which 
you refer, there are many diseases that can produce clinical 
pictures similar to nonparalytic and even paralytic poliomyelitis. 
Unfortunately, an accurate, simple test for the presence of this 
infection is not available; however, serologic tests can be per- 
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formed in many state laboratories. One must, of course, demon- 
strate a rising antibody titer in order to be certain that a current 
infection is due to poliomyelitis. 

Since the incubation time may vary from a few days to several 
weeks one can never know the exact time of exposure. In con- 
sidering the possibility of our “home-managed” patients being 
responsible for cross infections, we assumed that this was not a 
real danger since there was no instance of poliomyelitis develop- 
ing in persons who came in contact with these patients for the 
first time after diagnosis was established. We feel that the disease 
is probably more infectious during the preclinical and early 
clinical phases. 

It is true that “home care” management of the poliomyelitic 
patient in the acute stage can be successful only when all persons 
concerned are well aware of its advantages and of the uselessness 
of hospitalization. When such an educational program has been 
accomplished there is much less fear of the unknown. 

RANDOLPH BATSON, M.D. 
Department of Pediatrics 
Vanderbilt University 
School of Medicine 
Nashville, Tenn. 


Shoe on the Other Foot 


Dear Mr. Cahal: 

I thought you might be interested in the attached tearsheet 
from a weekly newspaper in Arizona, of which I was at one time, 
for a brief period, the editor. The editorial based on your speech, 
in Tucson more than a year ago, reminds me of an incident that 
occurred while I was in a section of Arizona, one of the areas in 
the United States which has a hospital equipped far beyond the 


needs of the community and staffed with an overabundance of 


specialists. 

A Mexican rancher named Manuel, who has long been the 
community’s unofficial veterinarian, called one of the specialists 
in a state of great anguish one night to ask him to come to his 
ranch because his baby was running a high temperature and 
seemed to be in great pain. The specialist rather callously ad- 
vised Manuel to immerse the baby in a cold tub of water and if by 
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morning, the baby was not at normal temperature, to bring the 
infant into town. 

Some months later, this same doctor, who had gone in for 
raising prize cattle, became concerned with one of his blue ribbon 
bulls and had a veterinarian flown up from Phoenix to minister to 
it, but the animal’s condition worsened. The neighboring ranch- 
ers advised the doctor that Manuel, who was something of a 
self-trained veterinarian, was the only man they ever used for 
sick cattle, so he phoned Manuel and asked him to come right 
down to his farm, which Manuel refused to do. ‘‘But the bull is 
terribly ill. What shall I do?” inquired the specialist. Manuel had 
a ready answer: “Pud ‘im in a cold tub,” said Manuel. 

The story of Manuel’s retort spread like wildfire through the 
valley, of course, and apparently had a salutary effect. I hear the 
specialist mended his ways and is now one of the most beloved 
members of the community. But the incident left its mark and I 
think this in part is the reason why this section of Arizona is 
now so family-doctor conscious. 

Josern Larrin 
Santa Monica, Calif. 


Proof of the Pudding 


Dear Sir: 
Last June 12 I had the misfortune of slipping and sustaining 
a fracture of my right foot. Was I glad that I had a policy with 
the AAGP Group Plan. On June 15 I wrote to Mr. Breckenkamp 
notifying him of my injury. Under date of June 17, I received 
a preliminary form to be completed which I sent back June 25. 
On July 1, I received a letter and check in the amount of 


$128.57 which was calculated from the time of my injury «Wp to 
the time of his letter. On July 31 I submitted my final report 
and on August 13 I received a letter from Mr. Breckenkamp, 
enclosing the final check which was $139.39 more than the 
amount that I claimed. 

I claimed three days total disability and 42 days partial dis- 
ability but Mr. Breckenkamp informed me that according to my 
policy I was entitled to five weeks total disability because of a 
fracture of the foot. 

Where may I ask can you find fairer or better treatment than 
I received? So it is not surprising that I urge all members of the 
AAGP who do not have coverage under this group plan to ob- 
tain such coverage as suits their particular needs at their earliest 
convenience, as well as to urge those who have coverage to 
increase this coverage if possible. 

Joun Wyatt Davis, Jr., 
Lynchburg, Va. 


More “Abstracts” Acclaim 


Dear Sir: 

We received the copy of “Abstracts” and were greatly im- 
pressed by it. We think that you have done an excellent job of 
publication and are sure that the volume will serve a most useful 
purpose. We were very satisfied with the way our article was 
presented and thank you for your cooperation. We wonder if it 
might be possible to have another copy of “Abstracts” for Dr. 
Malow’s personal files? ManuEL G, SpiesMan, M.D. 

Louts Matow, M.D. 
Chicago, Ill. 


HOLLAND-RANTOS COMPANY, INC. * 145 HUDSON STREET, NEW YORK 13, N.Y. 


ACTIVE INGREDIENTS: BORIC ACID 2.0% oxvournoun 
BENZOATE 0.02% AND PHENYLMERCURIC ACETATE 0.02% 
IM SUITABLE JELLY OR CREAM BASES. AVERAGE PH 4.5 


SEND FOR THIS UNUSUAL FREE BOOKLET + “THE PHYSICIAN'S GUIDE METHOD OF CONTRACEPTION” 
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Score Grows for Index 


Dear Sir: 

lam getting out of the army the first of this year, and I want 
to renew my active Academy membership when I return to 
private practice. In the meantime, I am sending you a money 
order for $5 as a deposit on both the 1953 and 1954 “Abstracts.” 
In addition would you let me know if someone would be willing 
to sell me his 1951 and 1952 editions of “Abstracts” (I under- 
stand both are out of print). I have seen the 1954 book and con- 
sider it of inestimable value to any general practitioner. 

Incidentally, I too, would be interested in a cumulative index 
of GP articles, as I have had all the volumes bound from the 
very first issue. Carr. Frank GIBert, M.C. 
Brooklyn, N. Y. 


Makeup Magic 


Dear Sir: 

I assure you that it was a pleasure to prepare our paper, 
“Aneurysms and Occlusive Disease of the Aorta” (November), 
for your journal, and we feel that your presentation was excellent 
and in keeping with the high quality of your publication. 

Micuaet E. De Bakey, M.D. 
Baylor University 
Houston, Texas 


Dear Sir: 
I want to thank you most sincerely for the very excellent way 
that my article “The Management of Cancer Pain” was handled 


by your journal, GP. I have had many, many articles published 
during the past 12 years but none was handled as well as this 
one. I particularly liked the way you presented the illustrations. 
I also want to thank you for the honorarium. 

I hope that in the not too distant future we will be able to sub- 
mit other papers for the consideration of your editors. 

Joun J. Bonica, M.p. 

Tacoma General Hospital 
Tacoma, Wash. 


Dear Sir: 

Please accept my sincere thanks for the way my article, ““Com- 
mon Sense in Diets,” was handled in GP. From Dr. Hussey 
down to the printer, the work was excellent, if results are a 
proper guide. I am proud to have my article in “our” fine jour- 
nal, and never cease to be impressed by the courtesy and effi- 
ciency of those of you with whom I come in contact. 

L. F. Rrrretmeyer, Jr., M.p. 
University of Tennessee 
Memphis, Tenn. 


Dear Sir: 

Thank you very much for the check for my article on “The 
Patch Test,” which appeared in the November issue of GP. I 
thought the physical appearance of the article was very fine. I 
hope some time in the future to submit other articles to your 
publication. 

A. RosTEeNBERG, JR., M.D. 
University of Illinois 


Chicago, Ill. 
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In most cases 


0.25 to 0.5 Gm. 


Rapid onset 20 before bedtime. 


Lasts 8 hours. 
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Name It by Trade 


Dear Mr. Cahal: 

The resolution adopted by the Board of Directors of the 
American Academy of General Practice has undoubtedly been 
read with a great deal of pleasure by management of every re- 
liable pharmaceutical manufacturer. Efforts to establish AEP 
(any equivalent product) or ARB (any reliable brand) has 
caused us grave concern. We are certainly pleased to learn that 
the AAGP has resolved its stand on uses of brand names versus 
a move to establish a practice of ARB. 

May I personally add my thanks to the many that you have 
received following the adoption of resolution by the Board of 
Directors of the American Academy of General Practice. 

H. M. Brpen 

Sales Promotion Manager 
Ciba Pharmaceutical Products 

Summit, N.J. 


Dear Sir: 

It is heartening to learn of the action taken by the directors 
of the American Academy of General Practice in adopting the 
resolution regarding trade names for pharmaceutical products, 
which was referred to editorially in the September issue of GP. 
This statesmanlike declaration places the Academy unmistak- 
ably in the ranks of those who support the democratic way of 
life and the right of individuals to own property. It warns of the 
danger of loose thinking where basic freedoms are concerned, 
and is in the best American tradition. Both as a member of the 
profession and as a representative of the pharmaceutical indus- 


try, I heartily commend you for this forthright anc timely 
action. E. Girrorp Upson, 


The Upjohn Company 
Kalamazoo, Mich. 


Dear Mr. Cahal: 

Thank you for sending me a reprint of your “Memo from the 
Publisher” about physicians using trade or generic names when 
writing prescriptions. The Academy is to be commended on the 
resolution they have adopted. C. R. Jorpan 


Jordan Sieber and Associates 
Chicago, Ill. 


Bare Foot Facts 
Dear Sir: 


I am somewhat late in commenting on your very excellent and 
timely article in the July issue of GP (Venous Thrombosis of the 
Lower Extremities, by Hugh H. Hussey, M.D., page 58). 

It is a sad fact, indeed, that so few patients are asked to re- 
move their shoes and stockings during the average physical 
examination given by their physician. 

It may interest you to know that at the present time we are 
engaged in a mass examination of several thousand butchers, 
and the incidence of venous problems is amazing. 

Last year, 27 butchers died of pulmonary emboli and even our 
preliminary findings indicate that the source of these fatalities 
could have been prevented. 


Sajery 


hoose Zz ymenol or Zymelose 
amd, Coritrol, 


for Any Age Group 


All three contain brewers yeast . . . no sugar 


Safe laxation 
without irritants 


Control with 
reducible dosages 


Your choice of: 
Easy-to-take Zymenol (Emulsion) 


Convenient Zymelose (Tablets) 


Tasty, fragrant Zymelose (Granules) 
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If we would only have more extensive education such as your 
article provided! Medicine and chiropody could provide valu- 
able service by close cooperation. The chiropodist is certainly 
ina position to see many early cases of venous problems. 

Gerorce O. SHECTER, D.S.C. 
Chairman 
(alifornia Association of Chiropodists 
Los Angeles, Calif. 


A Different Verse 
Dear Sir: 


Under significant events (‘‘Secretary’s Newsletter,” October 
GP): 
It might be well to inform the Board of Directors of GP that 
they are being misled about the UMW welfare program. It is 
no good any more and is not even worth the effort or time. 

The U.M.W. Welfare and Retirement fund was based upon 
acontract agreement between the companies (Coal), the unions 
and union members whereby the 40¢ per ton coal mined was 
to cover the following: 

1. Widows and orphans 

2. Sick and disabled coal miners 

3. Hospitaluzation 

4, miners pensions. 

On April 1, 1954, John L. Lewis cut out the widows, and 
orphans and sick & disabled coal miners claiming that the fund 
was too low and he ran out of funds. The program was costing 
too much money and he couldn’t afford it. Yet he had on hand 
over 93% millions dollars in reserves on that date. This pro- 


gram cost only 10 millions dollars yearly to maintain. Whereas 
the 40¢ per ton was bringing into the welfare fund over 
$40,000,000 millions dollars yearly. This does not include the 
fees collected from union members, the special assessments or 
union materials sold and advertising. This was the the biggest 
raw deal John Lewis had put over on the mine workers. 

The miners do not have seniority right; they do not have 
any members on the welfare and pension board. They have no 
regular doctors on any of the board. A doctor can be cut from 
serving any coal miner -at anytime without any reason being 
given. They have no way of appeal to get to treat miners on 
welfare program. 

Consequently, I believe that this program is no good. No 
doctor should treat any patient on it. This has become a racket 
and not a union welfare program. The U.S. Governement should 
take a hand in it and abolish this program. 

The Union mebers have been set back about 30 yrs. in the 
good things for which unions are known. If you care to investi- 
gate any of the above facts contact the miners or miners families 
who have been cut from welfare benefuts, etc. 

The Board of Directors of The Academy of General Practice 
should not gives it approval to a program that is misrepresented 
and one which is trying to fool the medical profession and union 
members. They are lyinfg an misadertising; while filling their 
pockets by collecting 40¢ per ton of coal mined which was to 
cover 4 classes of mine people but which in reality covers only 
two (miners at work now and pension at 62 yrs of age). 

Name WITHHELD ON REQUEST 


Sic. — PUBLISHER 


when wintertime 


becomes symptomtime 


for prompt relief of rhinorrhea, headache, backache and 
other symptoms associated with the common cold... 
Multihist+APC provides the beneficial effects of 3 anti- 
histamines, and the analgesic-antipyretic effects of APC. 


A [DORSEY] preparation. 


Smith-Dorsey * Lincoln, Nebraska * A Division of The Wander Co. 
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Three effective antihistamines instead of 
one mean less chance of side effects. 


Each capsule contains: 


Pyrilamine maleat 5 mg. 
Prophenpyridamine maleate ............ 5 mg. 
Phenyltoloxamine 

dihydrogen Citrate 5 mg. 
Aspirin 3% gr. 
Phenacetin 2% er. 
Caffeine 


Dosage: During the first day of cold, 2 
capsules initially, followed by 1 capsule 
at 4-hour intervals. Thereafter, 1 capsule 
four times daily for 2 days. 


Supplied: Bottles of 100, 500 and 1,000 
capsules. 
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HELP 


for the 


Bowel-conscious 


Patient 


I Hydrocholeresis 
abundant fluid bile 


2 Spasmolysis — 
safe and dependable 
relaxation of biliary tree 


3 Sedation — 


CHOLAN HMB— for the psychosomatics 
Dehydrocholic acid 250 mg. 


Homatropine methylbromide 2.5 mg. 
Phenobarbital 8 mg. 


Mialtbie 


MALTBIE LABORATORIES DIVISION, WALLACE & TIERNAN INC. 
NEWARK 1, NEW JERSEY 
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SPECIFICALLY FOR THE HYPERTENSION 
‘COMES WITH or 


e improves circulation 


induces a sense of well-being 
helps protect against cerebral 


accidents 


Veratrite is the drug of seasoned judgment in y 
managing the hypertension that ‘comes with age.” \ 
It is specific for the older hypertensive for whom potent < 
hypotensive agents are contraindicated. ; 


Veratrite improves circulation to vital organs, relieves headaches 
and dizziness, and induces a distinct sense of well-being without 
excessive euphoria. 


Each Veratrite tabule contains: )  *Ester alkaloids of Veratrum viride ob- 


* 7 tained by an exclusive Irwin-Neisler non- 
Crystonemine 40 C.S.R.T Units aqueous extraction process 


Sodium Nitrite . + Carotid Sinus Reflex 


Phenobarbital 
(warning—may be habit forming) Bottles of 100, 500 and 1000. 


IRWIN, NEISLER & COMPANY «© DECATUR, ILLINOIS « TORONTO |, ONTARIO 
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PERSONALITIES 


IN THE MEDICAL NEws 


James E. Moser 
Created TV’s Grand Award Winning MeEpic 


Nort onty has medicine reached solid footing in the TV field but 
through Mepic and its creator, 33-year-old James E. Moser, it has 
scored ahead of other forms of entertainment in being given the 1954 
grand award from Sylvania television awards committee. The grand 
award for “the most outstanding program on television” was only 
the second made by the committee, headed by Deems Taylor, in its 
four years of citing programs and performers for outstanding achieve- 
ment. Moser’s aspiration for a legal career ended when he weut to 
work on the University of San Francisco college newspaper, followed 
by years of roaming the globe in the vocation of the Fourth Estate. 
Formerly a script writer in Hollywood with Jack Webb of “Dragnet” 
fame, Mr. Moser got the “Medic” bug in 1949 and he began the long 
chore of medical research. His key to success has been to give his 
program for laymen the true medical flavor. 


Albert Schweitzer 
Epitomizes the healer 


Tuat one of the giants of this generation should belong to the med- 
ical profession is cause for pride. Dr. Albert Schweitzer, whose 80th 
birthday January 14 was noted around the globe, has made his mark 
as philosopher, theologian, writer, musician, Nobel Peace Prize 
winner. But his life has been lived, for more than 40 years, prin- 
cipally as physician and healer among the tribes of French Equatorial 
Africa. In turning his back on the world’s acclaim for other facets of 
his genius, Dr. Schweitzer was fulfilling an early determination to 
devote his mature years to the direct service of suffering humanity. 
Difficulties of his task have never caused him to swerve from his 
declaration that “when one can do good, one never gives up any 
thing. There is no sacrifice. I am one of the greatly privileged.” In 
adding to varied achievements his crown of years and wisdom, Al- 
bert Schweitzer is now reaffirmed as model for all those dedicated to 
reverence for life and the healing arts. 


GP Volume Xi, Number? 


I 

4 

a 

34 


> med- 
e 80th 
s mark 

Prize 
prin- 
atorial 
cets of 
on to 
nanity. 
ym his 
ip any 
d.” In 
m, Al- 
ated to 


Number 2 


Lister Hill 


Gets Chairmanship 
of Senate 

Labor and Welfare 
Committee 


Senator Lister Hm, a Democrat from Montgomery, 
Ala. long identified with health legislation, is the new 
chairman of the Senate Labor and Welfare Committee. 
Another Democratic colleague, Senator James Murray, 
had seniority rights on the post but passed it up for 
the chairmanship of the Committee on Interior and 
Insular Affairs. Senator Hill already has announced 
he will reintroduce his “Oil for Education” bill. A be- 
liever in the freedom of medicine as far back as the 
“Wagner-Murray-Dingle” days, he introduced a sub- 
stitute bill, less drastic on health problems than was 
that controversial measure. He was also co-author of a 
truly remarkable bill introduced in the 81st Congress 
by a group of Democrats and liberal Republicans called 
the “Voluntary Health Insurance Bill.” The son of a 
physician, Senator Hill is a lawyer, attended some of 
the nation’s leading universities, is a Phi Beta Kappa 
and has received several honorary degrees in law. A 
member of the Senate Democratic Policy Committee, 
he served as Majority Whip in the 77th, 78th and 79th 
Congresses. 


James Percy Priest 
Will Guide Health Legislation in the House 


THE CHAIRMANSHIP of the Committee on Interstate and 
Foreign Commerce, a committee holding prerogative 
on health matters in the House of Representatives. 
has gone to Congressman Percy Priest of Carter’s 
Creek, Tenn. Though a loyal and staunch Democrat, 
Congressman Priest was no enemy of medicine during 
his term as chairman of a subcommittee on health in 
the 81st Congress. He frequently won respect of the 
doctors who testified before his committee for his intel- 
ligent and liberal approach to health legislation. A 
former high school teacher of history and English and 
a newspaper writer, Representative Priest has served in 
the House since the 78th Congress. 


ON THE CALENDAR 


Academy chapter meetings and postgraduate courses, as 
well as other medical meetings in which general prac- 
titioners have an interest, will appear here monthly. 


Feb. 9-10. University of Buffalo School of Medicine, 
course in cardiovascular disease, Buffalo, N. Y. 

Feb. 9, 16, 23. University of California School of Medicine, 
series in industrial medicine problems, Los 
Angeles. 

Feb. 10-11. Kansas University Medical Center, heart 
conference, Kansas City, Kan. 

Feb. 11-25. Pan-American Academy of General Practice, 
Sixth Congress, held jointly with Pan-American 
Association of Medical Specialties and Latin- 
American Congress of Physical Medicine, Lima, 
Peru. 

Feb. 14-45. Oklahoma chapter, Seventh Annual Meet- 
ing, Biltmore Hotel, Oklahoma City. 

Feb. 17-18. Duval District (Florida) Heart Association, 
et al, two day seminar on cardiovascular dis- 
eases, Jacksonville. 

Feb. 21-22. Tri-State Medical Association, Hotel Cham- 
berlin, Old Point, Va. 

Feb. 24-26. Kansas University Medical Center, Meta- 
bolic Diseases, Kansas City, Kan. 

Feb. 24-26. National Conference of Rural Health, 
Schroeder Hotel, Milwaukee. 

Feb. 24-26. South Central Region College of American 
Pathologists and Louisiana Pathology Society, Joint 
Meeting, Jung Hotel, New Orleans. 

March 2. University of Califernia School of Medicine, 
industrial pulmonary disease problems, Los 
Angeles. 

March 2-3. University of Buffalo School of Medicine, 
course in Allergy, Buffalo, N. Y. 

March 5. Massachusetts chapter, annual spring clinical 
meeting, Hotel Sheraton Bancroft, Worcester. 

March 7-10. New Orleans Graduate Medical Assembly, 
18th annual meeting, Municipal Auditorium, 
New Orleans. 

March 8-10. University of North Carolina School of Medi- 
cine, annual postgraduate course in general medi- 
cine and surgery, Chapel Hill. 

March 14-17. Dallas Southern Clinical Society, annual 


spring conference presented by Southwestern .- 


Medical School of the University of Texas, Dallas. 

March 16-19. University of Colorado, postgraduate 
course in medical technology, Denver. 

March 16-20. University of Buffalo School of Medicine, 
course in allergy, Buffalo, N. Y. 

March 23-24. National Health Council, 35th annual 
meeting, New York City. 

March 23-26. International Academy of Proctology, The 
Plaza Hotel, New York City. 

March 27. Southwestern Ohio Society of General Physi- 
cians and University of Cincinnati College of Medicine, 
seminar on “The Doctor, The Coroner and the 
Law,” Cincinnati. 

March 28-31. American Academy of General Practice, 
Seventh Annual Scientific Assembly, Shrine 
Exposition Hall and Auditorium, Los Angeles, 
Calif. 
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/DONNATAL EXTENDED ACTION TABLETS 


"Pot prolonged $pasmolytic action, 
© Donnatal Extentabs are constructed to 
P release immediately the equivalent 
of 1 Donnatal tablet... thereafter re- 

= leasing the equivalent of 2 additional” 

tablets gradually and uniformly 
= over a period of 8 to 10 hours, 
- Sustained therapeutic effect is thus 
provided for 10 to 12 hours; and. 
__ 1 Extentab morning and night assures 
‘round-the-clock action. 


H. _ ROBINS Co., INC 


Each Donnatal Extentab 
contains: 


Hyoscyamine Sulfate ........0.3111 mg. 


Atropine Sulfate mg. 


Hyoscine Hydrobromide ....0.0195 mg. 
Phenobarbital (3/4 gr.).........48.6 mg. 


Ethical Pharmaceuticals of Merit since 1878 


*Trade Mark 
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Moon Over Miami 


Lixe the lovely moonlight for which Miami is noted, 
peace fell softly on the AMA and the American Legion 
when their leaders met in that city. Some time had 
passed since a Legion man had last addressed the 
House of Delegates. As recently as last summer at the 
Legion get-together in Washington, D. C., there had 
been talk by one Legion spokesman of kicking the AMA 
in the teeth. So, some AMA delegates were surprised 
when Legion Commander Seaborn P. Collins came to 
their Miami meeting seemingly to bury the hatchet 
(and not in them). 

In his address to the House of Delegates, Mr. Collins 
pointed to the many motives and goals shared by the 
Legion and the AMA. Of more interest to the dele- 
gates, however, was his discussion of ‘that subject 
(medical care for veterans having non-service-con- 
nected disability) on which the American Legion and 
the American Medical Association have not yet reached 
agreement.”’ He emphasized the “not because he 
avowed a hopeful expectation that exchanges of views 
may lead to agreement. 

If they didn’t already know it, Mr. Collins’ speech 
should have made it clear to physicians that they have 
no sensible quarrel at present with the Veterans Ad- 
ministration. The VA is committed to support the law. 
The present law expressly provides that veterans shall 
have medical care free at VA hospitals, regardless of 
whether the care is needed for service-connected or 
non-service-connected disability. The law does stipu- 
late that care shall be available in non-service-connected 
tases only when a kind of medical indigency is dem- 
onstrated, but that’s beside the point. AMA policy is 
Opposed to that law. In effect, if they seek to translate 
this policy into action, their quarrel is with the law— 
hot with the Veterans Administration. If they stop to 
skirmish with the VA on the public front, their losses 
will be bloody and without strategic gain. 

So, if the AMA policy is to prevail, this can happen 
Oily as a result of causing the law (not the VA) to be 
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changed. The campaign necessarily must influence the 
lawmakers and the people to whom the lawmakers are 
responsive. To date, the AMA has devoted little if any 
energy to this end. If they start, they face a difficult 
political struggle—one in which, by present indica- 
tions, they will be opposed by all the forces of the 
American Legion. 

According to Commander Collins, the AMA has an 
easy alternative. They can negotiate with the Legion 
and join forces to insure that the present law is prop- 
erly administered. This the Legion has repeatedly 
urged, saying in effect, ““What’s wrong with providing 
VA care to those veterans who haven’t the money to 
pay for private medical care?” This question represents 
an insidious argument—one hard to oppose convinc- 
ingly before the public and the lawmakers. It would be 
much the easier course for the AMA to exchange their 
present policy for the Legion’s, and say, “All right, 
let’s have it your way, only let’s be sure that medical 
indigency is indeed a criterion for provision of VA 
care in non-service-connected cases.”’ Then, surely, 
Legion and AMA would be at peace. 

But wait a minute! There was another omen in Mr. 
Collins’ speech. AMA and Legion might find themselves 
quite at variance in attempting to define medical in- 
digency. Consider this sentence from the Commander’s 
script: “We (the Legion) further believe that the 
Country does not want or expect its veterans to im- 
poverish themselves beyond possibility of economic re- 
covery before seeking needed medical care through 
the Veterans Administration.” That statement seems 
to imply a philosophy that would support the practice 
of free care for all veterans with a non-service-connected 
disability. In any event it was pleasant to have the 
AMA and the Legion back on speaking terms. Maybe 
they can negotiate amicably, and eventually develop a 
program for veterans’ medical care within the present 
policy of the AMA. Or maybe AMA thinking will 
change, and they’ll agree about what constitutes medi- 
cal indigency. Or maybe that was not peace but only 
the moon over Miami after all. 
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Surgical Privileges 


WHO MAY DO SURGERY IN THE HOSPITAL? 


Physicians and hospital administrators seeking an 
answer to this much debated question can find it in a 
recent official statement by Dr. Kenneth B. Babcock, 
director of the Joint Commission on Hospital Accredi- 
tation. In the bulletin of the Joint Commission, he 
states that, “There is no specific answer to the ques- 
tion. Good surgery cannot be measured blindly by 
years of residency, preceptorship, or number of opera- 
tions assisted at or performed.” 

He goes on to point out the obvious but frequently 
overlooked fact that years of training are not alone a 
guarantee of competent surgery. He observes that for- 
mal residencies, specialty society membership and 
board certification are among the criteria to be con- 
sidered in determining staff privileges, but, he says, 
“The frank, brutal truth remains, however, that they 
sometimes, though not often, are only a piece of paper; 
that time can warp a man’s judgment, and poor health 
can slow the facilities of a surgeon’s hands until he 
becomes a dangerous man in the operating room. 

‘Merit alone is the only criterion for judging physi- 
cians’ surgical abilities,” says the Joint Commission 
director. “This judgment should be performed by 
those capable of judging other qualified surgeons, by 
those who are willing to accept the responsibility and 
to attest to the public and community that ‘in our 
judgment this man is capable of doing good surgery.’ 
In our present medical set-up this means that a staff 
surgeon should be judged by those other members of 
the staff who have seen him work, use his judgment 
and exercise his ability. It becomes a local personal 
equation in every hospital. It is a terrific responsibility. 
It can never be decided on a friendship, personality or 
class basis.” 

In its most recent bulletin, after discussing the above 
principles, the Joint Commission suggests certain 
classifications to be adopted in defining surgical priv- 
ileges. The commission has not adopted any list of 
privileges or classifications, nor does it recommend 
that any be adopted. Rather, it recommends constant 
review through the active function of a tissue com- 
mittee and a medical records or audit committee to al- 
low for promotions, demotions, and suspension of 
privileges in the surgical department. 

The example of classifications suggested by the 
Joint Commission for hospitals requiring some set of 
definitions makes no differentiation between major and 
minor surgery. Rather, the three classifications are: 
(1) major surgery without restrictions, (2) major sur- 
gery with restrictions, and (3) probationary major 
surgery, or surgery permitted only with the active as- 
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sistance and presence of a staff surgeon with unlinited 
privileges. 

The Joint Commission closes its discussion of these 
classifications with the wise admonition that “no mat- 
ter what criteria are set up, the final determination in 
all cases should be made by the surgeon’s colleagues on 
the medical staff based on performance, and review of 
records and tissue committee reports.” 


When in Doubt 


To REINSURE or not to reinsure, that was the question 
at the AMA meeting in Miami last November. First on 
the scene with an answer was charming Secretary Oveta 
Culp Hobby, speaking in the affirmative for the admin- 
istration she represents. The AMA delegates were not 
really surprised to see her. After all, she’s been to 
enough AMA meetings now to qualify for some kind 
of membership. They had more right to be surprised at 
seeing her for the first time without the distinctive 
Hobby hat. And some of them were indeed surprised 
that her appearance resolved into a kind of debate, 
with the following speaker—insurance executive Edwin 
J. Faulkner—holding to the negative about reinsur- 
ance. 

Mrs. Hobby reaffirmed the opposition of the Eisen- 
hower administration to compulsory health insurance, 
lauded the physician-endorsed voluntary insurance 
programs, but called for something to be done for 30 
million insurable people who are not reached by those 
programs. As she explained, 100 million people have 
some kind of prepaid health insurance. Some of these 
plans could stand a lot of improvement. Then there 
are the 30 million other people not now covered—not 
because they cannot pay, but mainly because the rigid- 
ity of prevailing plans makes these people noninsur- 
able. In the opinion of Mrs. Hobby, reinsurance would 
make it possible to improve benefits for present policy- 
holders and would make it possible for those 30 million 
noninsured to buy insurance. 

Mrs. Hobby carefully explained the workings of re- 
insurance. By this device, an insurance company spreads 
its risks by having another company accept responsi- 
bility for some percentage of the potential monetary 
loss. Under the Administration’s proposal, the rein- 
suring company would be the federal government. The 
reinsurance would be intended as a stimulus for private 
companies to accept insurance risks that now seem in- 
ordinately high. Thus there would be more effective 
coverage for those now insured and an extension of 
coverage for that 30 million. 

The secretary warned, “There is no magic in rein- 
surance. It is not a cure-all. It will not be effective 
among all groups in the population who need the pro- 
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tection that voluntary insurance offers.” (She was talk- 
ing about ... “indigent people, those already chron- 
ically ill and hospitalized, and those people in various 
institutions throughout the land. Many of this group,” 
she said, “will have to be reached through other 
means...) 

When Mrs. Hobby had finished her address, she 
graciously stayed to hear words that all flowed the 
opposite way as Mr. Faulkner told “Why Federal 
Health Reinsurance Isn’t the Answer.” Flanked by 
President Eisenhower’s personal physician and by Dr. 
Chester Keefer, she was obviously attentive to Mr. 
Faulkner’s argument that there’s plenty of money from 
private sources for reinsurance, that the government 
plan is wrong chiefly because it’s futile. When the 
delegates applauded Mr. Faulkner, Mrs. Hobby smiling- 
ly joined in. (Not so her attendants, who seemed to be 
soured by the whole affair. But then, it may have been 
those uncomfortable Hotel McAllister chairs.) 

So that was the picture of reinsurance as the AMA 
delegates saw it. Later they learned from their Council 
on Medical Service that insurance experiments are ex- 
tremely modest in those fields in which Mrs. Hobby 
called for action. As she put it, there are four possible 
courses to follow in this regard. Two of them—com- 
pulsory insurance and government subsidization of 
nonprofit voluntary insurance—are repugnant to both 
the administration and the AMA. The third course— 
to do nothing at all—seemed agreeable to the AMA, 
but Mrs. Hobby will have none of that. The fourth 
course—reinsurance—Mrs. Hobby wants and the AMA 
doesn’t. 

It has been generally stated that the Eisenhower 
administration and the AMA are friends. If so, these 
friends seem to be awkwardly placed at the moment on 
opposite sides of a taut barbed wire fence. Whether 
President Eisenhower and Mrs. Hobby sincerely be- 
lieve that reinsurance would be a good thing or whether 
they want it for reasons of political expediency, they 
might be expected to grow restive with the AMA wish 
to let nature take its course with the growth of volun- 
tary health insurance. On the other hand, being phy- 
sicians, the AMA trustees and delegates are more 
accustomed to relying on nature’s help. Their back- 
ground and training make them as conservative with 
social experiments as they are with purely medical 
ones. Their professional instincts dictate, ‘When in 
doubt, wait a while.” This was reflected in a final action 
of the Board of Trustees—the appointment of a special 
13-memver commission who will take a year or more 
to study the problem of the missed 30 million people. 
Only time will tell whether these delaying tactics will 
be tolerable to minds that have been long-exposed to 
the military credo: ‘When in doubt, go ahead.” 
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General Practice: First Choice 


By THIS TIME many readers of GP will have become ac- 
quainted with the editorial ‘Vanishing American?” 
that appeared in the New England Journal of Medicine 
for August 12, 1954, and was reprinted in GP for 
November, 1954. That editorial reported the results of 
a survey by the Massachusetts Academy of General 
Practice—a survey that was designed to appraise 
the interest of medical students for a career in general 
practice. 

In the Massachusetts medical schools, it was found 
that there was quite a change between the first year 
and the fourth in students’ selections of careers. That 
change can best be emphasized diagrammatically, as 
shown in the diagram above. 

Thus, there was an enormous growth of interest in 
specialty practice and a corresponding decline of in- 
terest in general practice. To counteract this apparent 
trend, the Massachusetts Academy has adopted a 
program that seeks (1) to place more emphasis in 
medical schools on general practice as a career, (2) to 
provide better opportunities for internship-residency 
training for general practice, (3) to strengthen the 
position of the general practitioner in the hospital set- 
up. 

This program deserves sincerest commendation and 
support—all the more so because it is a “positive” ap- 
proach. It attempts to make a career in general prac- 
tice first choice for medical students and young 
physicians. 

Such motivation for general practice can come none 
too soon. The uneasy feeling prevails that the findings 
of the Massachusetts survey do not tell the whole 
story. Anyone who talks to fourth-year medical stud- 
ents is likely to find that a number of those who select a 
career in general practice do so as a second choice. 
They are thwarted for one reason or other—economic, 
social, scholastic—in their first wish, which is for 
specialty training. 
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lrony in England 


Ir HAS BEEN SUGGESTED that the English like the 
National Health Service because it is English. The 
implication is that when people consume as much 
warm beer and as many brussels sprouts as the is- 
landers, they can get used to anything. 

Whatever the explanation may be, the fact remains 
that physicians and patients alike seem generally con- 
tent with their brand of socialized medicine. However, 
every once in a while, there’s a ripple of unenthusiasm. 
An example is mentioned in John Lister’s “By the 
London Post,” in the New England Journal of Medicine 
for October 28, 1954. Writing about the size of the 
national drug bill, Dr. Lister stated: 

‘At the outset of the National Health Service the 
expenditure on prescriptions rose, and the Ministry of 
Health thought that the pharmaceutical manufacturers 
did well out of the health service because it increased 
their business. In particular it was considered that 
there was excessive prescribing of high-priced pro- 
prietary preparations.” 

Dr. Lister went on to describe the findings of a com- 
mittee appointed to investigate the problem. That 
committee recommended that preparations advertised 
to the public should not be prescribed under the 
National Health Service. Prescription of standard drugs 
of the British Pharmacopoeia of course was not 
questioned. 

But what about “ethical proprietaries”—drugs man- 
ufactured under a trade name and advertised solely to 
the medical profession? With this group of drugs, the 
committee stirred up trouble. It was recommended, to 
quote Dr. Lister, “that proprietary preparations for 
which there is a standard pharmacopoeial equivalent 
should only be prescribed if satisfactory price arrange- 
ments could be made between the Ministry and the 
manufacturers.” 

The British pharmaceutical industry resents this 
attitude. Manufacturers are rightly concerned that the 
Ministry will take an unimaginative view toward their 
profits. In particular, they fear that the Ministry’s 
policy will stifle research. Thus, Dr. Lister continued: 

“Dr. Fleck, the chairman of Imperial Chemical 
Industries, has recently asserted that it is not enough 
for the annual expenditure on research to be covered 
as a cost. The risks inherent in research and the 
marketing of new products must be reflected in profits. 
He suggested that there is a danger that pharmaceutical 
research might be rendered so unattractive that this 
important field might be abandoned by one company 
after another.” 

It seems the London Times thinks an outcome like 
that would be ironical. Ah yes—ironical. 
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Meet Mr. Mich 


IF YOUVE WONDERED why newspapers and popular mag- 
azines print a lot of articles about medicine, the reason 
is quite simple, according to Daniel Mich, Editorial 
Director of Look. ‘It’s because readers like to read 
about medicine,” he said. In his talk, which brightened 
an otherwise dull AMA public relations conference 
in Miami last November, he went on to describe the 
phenomenal increase of medical writing directed to lay 
readers, and to tell why health and medicine enjoy such 
popularity. 

“I’ve been in magazine work 18 years,” said Mr. 
Mich, “and I remember when the only way you could 
get a medical article was to buy one from Morris Fish- 
bein.” To illustrate how times have changed, he had 
figures to show that the number of medical articles 
appearing in general magazines increased tenfold from 
1923 to 1953. 

In his opinion, people like to read about medicine 
mainly because they can “identify.” That’s an im- 
portant word in the magazine publisher’s lexicon. It 
implies that the reader sees himself or people like him- 
self in the thing he’s reading. 

As Mr. Mich pointed out, health (or illness) is a 
very personal matter. Physician-patient relationships 
are personal too—including the purely economic 
ones. So, it’s easy to understand how the lay reader 
“identifies” with things medical, and why magazine 
publishers sell more magazines when they supply this 
reader need. 

The speaker stressed that the net effect of our pres- 
ent splurge of magazine medicine is beneficial—to the 
magazines because of increased sales—to the public be- 
cause they are enlightened and have a correspondingly 
better chance to improve their health—and to physi- 
cians. 

There’s the sore point. Some physicians cannot see 
that magazine medicine brings any gain to medical 
practice. Partly this is because they are overimpressed 
with the occasional—the exceptional article that is de- 
rogatory to medicine. They refuse to accept an impor- 
tant fact: The net effect is to their credit simply because 
the vast majority of medical articles enhance the pres- 
tige of the medical profession. Indirectly that enhance- 
ment means easier, more effective practice, better phy- 
sician-patient relations and more funds for medical 
education and research. 

For physicians who are unconvinced that magazine 
medicine is for their own good, local medical societies 
can do a real service by following the lead of the AMA. 
They can arrange for a conference in which their 
members will have a chance to meet Mr. Mich or some- 
one like him. 
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The Theory of the Single Diagnosis 


Tue poca of the single diagnosis holds almost undis- 
puted sway in English medical teaching. It is founded 
on the simple faith that if we are clever enough and 
thorough in our investigation of a clinical case we will 
eventually be able to show that all the symptoms and 
all the physical signs are the result of a single process 
of disease. The appropriate label may then be affixed, 
honour is satisfied, and the dogmatic are content. I do 
not think I exaggerate. On all sides I hear the warning, 
“Don’t diagnose two diseases simultaneously.” Those 
about to give classes search diligently for good teach- 
ing material, by which they mean cases which permit 
the plausible demonstration of the validity of the the- 
ory: clinical examinations are conducted to test 
(among other things) ability in this exercise. 

I can find no specific account of the origin of the 
theory ; I suspect that, like Topsy, “‘it just growed” in 
the nineteenth century under the stimulus of the tri- 
umphs of exact science and with the development of 
morbid anatomy, the discovery of micro-organisms and 
the consequences of their invasion, and particularly, 
perhaps, with the elucidation of certain obscure syn- 
dromes and their constant association with gross le- 
sions in particular organs. Consider, for instance, Ad- 
dison’s disease of the suprarenals—its strange and per- 
plexing symptoms and signs and the splendid demon- 
stration that they were hardly ever found in a patient 
without manifest destruction of one or both of two 
small glands. 

The discovery of the bacillus of tuberculosis, the 
definition of the architecture of the basic lesion, and 
its natural history showed that many very dissimilar 
clinical conditions were in truth the result of a single 
pathological process. Before this advance had been 
made it was difficult to believe that there could be a 
unity linking chronic phthisis in the adult with tuber- 
culous meningitis in the infant, although a few physi- 
cians with prophetic insight had suspected it. The 
proof that the pale spirochaete was the cause of all the 
varied lesions of syphilis and especially of general 
paralysis and tabes, had a like influence, and it is un- 
necessary to multiply examples. 

The human mind longs for order, and soon the the- 
ory of the single diagnosis was born and waxed mighty. 
And indeed it served a very useful purpose, for adher- 
ence to it undoubtedly led to more careful examination 
and more accurate classification of clinical syndromes. 
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Pragmatically the theory was justified ; it worked. Later 
it was buttressed—as useful theories are often but- 
tressed—by somewhat dubious argument. A hypothesis 
of independence was introduced (I do not know 
whence) which stated simply that, as in human beings 
serious disease apart from epidemics was a rare event, 
it was inherently improbable that two serious processes 
of disease would co-exist in the same person. But this 
argument neglects important facts. 

First, a person who is already the victim of one seri- 
ous disease is often as a direct result more prone to de- 
velop another. Consider, for example, the high inci- 
dence of cancer in the post-cricoid region in patients 
who have suffered long from an iron-deficiency anae- 
mia; or the frequency of arterial degeneration in the 
diabetic. Textbooks recognize the coexistence of seri- 
ous diseases, but in deference to the theory of the sin- 
gle diagnosis they call one of them a complication of 
the other. 

Secondly, a disease which in a healthy man is but a 
trivial affair may in those already subject to a serious 
malady assume lethal significance. A sore throat in a 
strong young man is unpleasant; in the victim of 
chronic nephritis it is something worse. 

Thirdly, the longer a man lives the more likely is he 
to bear scars and disabilities of previous indiscretions 
and random attacks of disease which may in part be 
balanced by the acquisition of “immunological wis- 
dom” by his tissues. The response to fresh disease or 
injury in the sick and aged will therefore paint a clin- 
ical picture confused and complicated by differing con- 
tributions from many sources, and the assessment of 
the relative importance of the separate contributions is 
the particular task of the clinician rather than the con- 
struction of a single diagnosis to account for them all. 

As I have already said, the application of the theory 
of single diagnosis, which has given the familiar work- 
ing world of doctors the fallacious appearance of a 
multitude of separate and unrelated disease processes, 
has produced results of the greatest practical value— 
not only in the recognition of disease and the discovery 
of effective treatment of its immediate cause, but also 
by the accumulation of knowledge which enables us to 
prevent or restrict the operation of those causes. At a 
certain stage in the training of students, too, dogmatic 
teaching has its worth. The theory is therefore not 
lightly to be set aside as a working hypothesis ; in acute 
illness occurring in the young or previously healthy a 
single diagnosis is likely to be justified, but in the aged 
and chronic sick it is rarely relevant.—Proressor A. 
P. THOMSON, M.C., M.D. 

This “‘guest editorial’’ is from The Care of the Ageing and 


the Chronic Sick. Jt is reprinted with permission of the publishers, 
E. & S. Livingstone, Limited, Edinburgh. 
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Infant-child emotional problems arise from certain 

conflict situations: combats over crying, flurries over feeding, 
shirmishes over sucking, the battle over bowels, hostilities 

over hostility and struggles over sex. The common essentials 

in the treatment of common emotional problems are 

(1) supplying love, (2) helping a child know that his angry feelings 
are normal and natural and can find safe outlets, 


(3) helping him feel similarly about body-pleasure and 

(4) helping him drain fears. Into what any one physician does, 
goes not only his scientific knowledge, but also dedication 

to his profession and his own personal hope and faith. 


Common Emotional Problems of Childhood 


BY DOROTHY W. BARUCH, PH.D. 
Beverly Hills, California 


All children have emotional problems. But these need 
not become crippling. When a child can develop suffi- 
cient self-confidence and security, he can take in stride 
the emotional stresses that every life brings. He can 
then avoid developing extreme behavior problems, per- 
sonality problems, psychosomatic problems and emo- 
tional conflicts which become so serious that they 
impair his achievements. 

The general practitioner today is in a unique posi- 
tion to help. He has contact with the whole family. He 
sees the parents before the child is born. He sees the 
baby being born, and he follows him through his first 
groping years. This is the time he can do most preven- 
tion. For it is here, at the beginning of life, that many 
childhood disturbances—adult ones too—have their 
inception. 


Problems During Pregnancy 


From the work of Sontag, there is evidence that even 
before birth the mother’s feelings influence the child’s 
development (Figure 1). Severe or prolonged emo- 
tional disturbances during pregnancy may bring on 
changes in the mother’s blood composition that in- 
crease heart rate in the fetus and general irritability 
in the infant which makes him more problem-prone. 
But even more important, during the mother’s preg- 
nancy, attitudes are growing in the family environment 
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which may either contribute to or hamper the child’s 
security. 

Often the family doctor can help family attitudes to 
become healthier so that the atmosphere is healthier 
for the child when he arrives. 

As an example, Jane Smith is 18. She has been 
married three months and has held a job so that Joe, 
her husband, could finish college. Although the advent 
of a baby will seriously change many things, Jane meets 
the diagnosis of pregnancy with a flip of her head and a 
broad smile. 

Her doctor, however, detects the tension behind her 
bravado. He knows that if he helps her bring out her 
true feelings instead of grinning to cover them, she and 
Joe and the baby will all do better. So, instead of send- 
ing her home with a pat on the shoulder, expecting her 
to be properly glad about the glad tidings, he decides, 
like the good doctor he is, to explore the sore area. 
Gently he opens it up. He says sympathetically, ‘“‘Hav- 
ing a baby’s not always too easy. It comes I guess, as a 
kind of bomb-shell. So you’re naturally resentful right 
now.” 

Yes,” gasps Jane, surprised; and suddenly she lets 
go and sobs. 

For half an hour she weeps and drains out her re- 
sentment; and then, dabbing her eyes. she glances up 
in astonishment. ““Why, Doctor,” she exclaims, “You 
don’t seem to think I’m a bad girl to feel bothered in- 
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Figure 1. Even before birth the mother’s feelings influence the child’s 
development. 


good mother after all.” 

Since her doctor has recognized and accepted her 
resentment, she does not have to perpetuate the self- 
condemnation which could so readily have destroyed 
peace of mind for herself and security for her child. 
The first step in a program of building a child’s 
security is to build the mother’s security and the 
father’s as well. Too often the father remains the for- 
gotten man whereas he also needs prenatal and post- 
natal care. 

Trouble can be prevented in a great number of cases 
if the doctor recognizes that people these days are sel- 
dom unequivocally glad about having a baby. It is 
much more normal to have mixed feelings. However. 
many a parent has wanted a child more after having 
had the chance to confess to wanting it less. 

Because people are ordinarily too ashamed of such 
feelings to volunteer them, the doctor needs to open 
the subject. He can say, for example, “Everyone who 
has a baby these days has moments of doubt and of 
hesitation. They worry about this and that, and at 
times they don’t want the baby very much. . .” If he is 
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stead of happy about having a baby. I guess I can be a 


honest and kindly in his approach and unafraid of see- 
ing and accepting such feelings as normal, he will soon 
acquire the sort of receptive ear that relieves guilt and 
restores self-confidence so that parenthood is ap. 
proached with the more natural assurance « baby 
needs, 

It is also helpful to let expectant fathers and mothers 
know that psychologically the mother needs an in- 
creased amount of mothering during pregnancy and 
the post-partum period. A woman becomes a better 
mother as she is mothered herself. It is normal for her 
to have moments of exaggerated dependency and to 
need her husband’s shoulder to weep on. 


Post-Partum Care 


Equally important and in fact critical, is the matter 
of post-partum nursing care. The new mother ordi- 
narily has a deep need to rest and relax and be taken 
care of herself at the same time that she gets used to 
her baby (Figure 2). The primipara in particular is 
bound to feel uncertain. The handling of the baby is 
strange and often frightening. In rooming-in projects 
the nurses are usually aware of the psychologic needs 
of the mothers. They help mother and baby, and 
father also, get used to each other. But most hospitals 
do not have rooming-in, and in many instances the 
nurses are so overburdened that they self-protec- 
tively regard the new mother’s feelings as foibles. They 
may even discourage her interest in breast feed- 
ing, and they cannot, because of hospital rulings, do 
anything about her wish to know her baby better by 
seeing him at unscheduled times. 

However, rooming-in becomes actually less impor- 
tant when the hospital stay is short. If all goes smooth- 
ly and the mother returns to her home in a few days, 
the right sort of nursing care there can bring her much 
the same advantages as she would have with rooming- 
in. 

But unfortunately many mothers think they have a 
jewel of a practical nurse only to find that the nurse’s 
main idea is to appropriate the baby for herself, to 
impress the mother with her superior knowledge and 
to criticize the mother, especially if the mother has 
gleaned some of “those crazy modern ideas!” which 
are actually sound but which contradict the tenets by 
which the older woman has lived. Not infrequently 
the seeds of emotional problems are planted right 
here. When the new mother wants the kind of show- 
ing-how that shows her she can do things, she gets 
the kind that shows her up. When the new mother 1s 
most in want of mothering and understanding, she 
gets rivalry instead. 

If her own mother comes, the same thing is apt to 
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not when he’s mad.” When asked, ‘Tell me about 
when he’s mad,” he answers, ‘Sometimes he yells, but 
when he’s quiet I can tell too ...” “How?” “Oh,” 
he answers, ‘‘He smells different. When he’s mad he 
really smells.” 

In short, the parents’ feelings are like a continuous 
current with which the child interacts. Keeping this 
in mind, let us now turn to the child himself. 


Infant Needs and Conflicts 


At the beginning of life, as far as the infant is con- 
cerned, everything has to do with his body. He needs 
food, not only for physical nourishment but for 
emotional nourishment as well. In addition, after the 
separation from the mother’s body which we call 
birth. he still needs physical body contact and close- 
ness. Through eating, through sucking, through 
tactile sensations and sensations of physical support, 
he receives in primitive body-communication the most 
essential of all emotional foodstuffs, namely, love. It 
is only as enough pleasurable sensations come to his 
body through feeding, sucking, being fondled and 
cuddled that he attains normal physical and psy- 
chologic homeostasis. 

Since the infant at first is completely helpless and 
completely dependent on another being—usually his 
mother—the symbiotic interaction of mother and 
child is of supreme importance, as Benedek, Fries, 
Maloney and others have pointed out. 

However, even during the first months when the 
infant is still helpless, certain conflict situations com- 
monly arise. These situations include: combats over 
crying; flurries over feeding; skirmishes over sucking. 
Somewhat later. another critical conflict is added, 
namely, the battle over bowels. While all along, con- 
tinuously, as the most threatening streams of warfare, 
run: the hostilities over hostility and the struggles over 
Sex. 

In these conflicts the child acquires feelings that 
can disturb his security and form the basis of most of 
the problems we observe. 


Combats over Crying 


Different babies need differing amounts of both 
physical and emotional foods. Only the baby himself 
feels when he has enough. When he has not, he has 
only one way of communicating his need. He has only 
his cry. 

If his cry is ignored, his hunger increases; and then, 
just as an adult does when hungry, the infant grows 
irritable and cross. 

Continuous ignoring does several things. It in- 
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creases bodily distress. It increases anger. It shows the 
baby that his wish for body-pleasure and his aiyer are 
both harbingers of pain. It begins to make him afraid 
of his natural, normal urge for body-pleasure and the 
natural and healthy anger that arises normally in re- 
sponse to bodily stress. For these reasons, telling the 
parents to ignore the baby’s crying can only bring 
trouble. Explaining to parents that the infant’s cry is 
his one and only way of voicing his needs is a far better 
step in the right direction. 

If the baby whimpers on occasion, it may simply 
mean that he is asking for a change in position. But 
when he goes into prolonged, continuous crying, 
then he is voicing more acute distress or is asking for 
more cuddling or sucking or food. When a parent can 
respond warmly and comfortably, it adds to the happi- 
ness of both parent and child. 

It is good practice, therefore, to help the mother 
work out arrangements that reduce tension as much 
as possible. Unless she herself is comfortable, she can- 
not make her baby comfortable. Sacrificing herself 
means sacrificing the baby. The self-effacing, all-night 
pacing rarely makes a mother feel more kindly dis- 
posed to her infant. Similarly, if bath time is worry- 
time, the gain is not worth the pain, and sponging the 
baby may make for more peace. 

In brief, the idea is not to give prescriptions that 
go against the mother but to relieve her from edicts 
and pressures that make her put such things as 
schedule, regularity, consistency and “‘not spoiling 
the baby” over and above warm, human response, 


Flurries over Feeding 


Just as different babies need different amounts of 
food, so do they also need different time intervals 
between feedings. Stewart reports that in the Infant 
Research Project at the University of Washington, 
infants were given barium in bottle feedings and 
stomach motility and emptying time were studied 
by x-ray. After 45 minutes, some babies passed no 
barium even into the duodenum, whereas other 
babies passed large quantities down almost to the 
ileum (Figure 3). 

Not only do different babies have different hunger 
cycles, but the same baby at different times has dif- 
ferent hunger cycles. This strengthens the advisabil- 
ity of feeding on a self-demand schedule according to 
the baby rather than according to the clock. Inci- 
dentally, some parents accept the term “self-regu- 
lative” better than ‘“‘self-demand.” The word “de- 
mand” carries too many unwelcome meanings. As 
one woman put it, “I’m sick of being demanded of. 
I’ve had it all my life.” 
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Ordinarily a child will regulate himself within two 
or three months. But again, because the interaction 
between mother and baby is so close at this early level, 
every question of regimen is also a question of bal- 
ance between the mother’s and the infant’s needs. 
Hence, if the irregularity of the baby’s hunger cycles 
become upsetting to the mother, it may be best to 
work out a compromise, especially in view of the fact 
that upset states in the mother have been observed to 
influence the infant’s intestinal motility and to be 
related to excessive crying and colic. 

Again, however, a better solution may come as the 
mother has a chance to talk about what disturbs her. 

One skillful doctor, for example, tells of how a be- 
draggled young mother came in one day with a colicky 
baby. He said sympathetically, “‘It’s not all a bed of 
roses having a baby. Sometimes it wears you down.” 

The girl exclaimed, “Goodness, Doctor, you sound 
as if you’d been a mother yourself.” 

She went on to tell about having worried, as many 
mothers do, over her infant’s irregular breathing. She 
had been ashamed to tell about it because her older 
sister had scoffed at her fear. After talking it out, how- 
ever, she was readier to accept the doctor’s information 
that irregular breathing in infants is normal. Next day 
she reported that she felt easier and that the baby’s 
colic was gone. The draining of her fear followed by the 
doctor’s reassurance had been the best possible medi- 
cine her child could have had. 


As for nursing it enables a mother to give physical 
food and the emotional foods of love and body-close- 
ness all together. But this happens only when the 
mother wants and likes to nurse. The talking out of 
feelings about nursing before the baby’s arrival may 
clear the way. And yet some women still remain emo- 
tionally unready. Then the baby gets the tension that 
runs from the mother’s mind through her muscles. It 
is as if he felt a shove instead of love, and the emotional 
benefit of nursing is lost. 

When a baby is bottle-fed, he may need an additional 
amount of closeness at other than feeding times even 
though the mother holds him during bottle feedings. 

As a small side issue in relation to the need for close- 
ness, Escalona has observed that the neonate sleeps 
more comfortably in a bed where the sides are close to 
him rather than in a larger crib. 


Scuffles over Sucking 


To round out the sucking experience that every 
baby must have, weaning should come later for some 
than for others. When a child clings to breast or bottle, 
it may mean that he needs more sucking for its own 
sake or that he needs to suck more in order to make up 
for some other satisfaction of which he has not gotten 
enough. More cuddling, perhaps, or more real loving 
may make him readier to move from breast or bottle to 
spoon or cup. 


Figure 3. Infant feeding must be individualized. Forty-five minutes after a bottle feeding, some babies passed no barium even into the duode- 


nm, whereas other babies passed large quantities down almost to the ileum. 
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To help satisfy the sucking-need, some children use 
their thumb. Fortunately we know enough now to tell 
parents that thumbsucking will do no permanent harm. 
Samuel Lewis at the Merrill Palmer School in Detroit 
proved this. He made a long-term series of plaster casts 
of thumbsuckers and a control set of casts of non- 
thumbsuckers. He found that when thumbsucking 
stopped prior to second dentition, no more orthodontia 
was indicated for the suckers than for the nonsuckers. 

The best way to have thumbsucking stop on time is to 
let it run its course. However, again, if a child has been 
hurt by emotional starvation and if anger has piled too 
high, he may use his thumb not only as a source of com- 
fort or pleasure but as a weapon on and on. As one 
5-year-old gleefully exclaimed, ‘When I suck it’s fun 
to see my mother make a mad face.” 

In no instance are restraints and painful gadgets in- 
dicated. These may stop the sucking, but they make 
anger grow to where more far-reaching problems may 
result. The baby whose sucking or mouth-wishes are 
frustrated may, for instance, turn nailbiter and later 
become the man or woman who must always spoil his 
close relationships with biting remarks. 


The Battles over Bowels 
During the helpless dependency of infancy, the child 


has his first experience in what he can trust others to 
give him. A little while later, when he becomes con- 
scious of his eliminative functions, he has his first ex- 
perience in the giving of himself. In primitive fashion, 
he regards his bowel movements as gifts which his body 
creates. Here for instance is a small boy who makes a 
heap of clay chunks which he calls “‘bee-ems.” Trium- 
phantly he scoops them up and brings them to his 
mother. “See honey,” he says, “See the beautiful 
present I made for you.” 

If his mother regards such play as “dirty” or if she 
scolds him for his interest in what he has produced for 
her in the toilet bowl, she makes him feel that what he 
produces is “bad.” Furthermore, since elimination is 
also connected with a primitive kind of pleasure, the 
child feels once again condemnation of his body for its 
natural urges. The person to whom he has tried to give 
his gifts has turned against him. In addition, if his 
mother becomes his enemy by giving him enemas, or if 
she tries to force his toilet-training too early when he 
has neither sufficient neuromuscular coordination nor 
sufficient comprehension to perceive the many steps he 
must take in the process—then, by keeping after him, 
she inadvertently takes over control of his body instead 
of helping him establish it for himself. This he natu- 
rally resents. 

The inception of training for bowel control is best 
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delayed until the age of 9 to 12 months, and for urinary 
control until 18 to 24 months, since the sphincters in- 
volved in these functions are not matured enough be- 
fore these ages. Expectations of an “accident-free” 
existence are best postponed until around the age of 4 
years. 

The doctor can let parents know that it is natural for 
the child to be interested in looking at and even want- 
ing to play with his body’s products. Although they 
cannot permit such play, they can let a child work out 
his interest by giving him plenty of substitutes to mess 
with, like mud-pies and clay and flour-paste and lots of 
water during the training period and for a couple of 
years after. The doctor can also emphasize to parents 
the importance of “taking things easy.” Twenty years 
from now nobody will remember at what age their child 
was clean or dry; but, if battles now get seriously go- 
ing, then 20 years from now there still may be trouble. 
Their child may join the rank of adults in our culture 
whose bowels must still engage in battles. He may de- 
velop such complaints as colitis or constipation, in 
which his bowels fight him as they formerly fought his 
parents. Or, he may go on using his productions as 
weapons, like the 2-year-old who smears his bed, like 
the 3-year-old who mutters, “You old doo-doo,” when- 
ever he is mad, and like the adult who must spend his 
life instigating “smear” campaigns. 

Furthermore, through the conflict over his elimina- 
tive functions, a child can gain an impression that what 
he gives will satisfy no one. The effect on his self-con- 
fidence is clear. 


Danger Signals in Baby 


Throughout the present discussion, we have so far 
taken it for granted that a mother will be able to follow 
prescriptions to give her baby more loving. Unfor- 
tunately in some instances, much as a woman may 
want to and much as she may believe she is giving love, 
she may still be unable to do so because feelings in her 
unconscious interfere. Much as she may mask them to 
herself, the baby gets the undercurrent and again 
reacts with hunger and anger combined. The doctor 
can diagnose this pathologic type of interaction be- 
tween mother and baby from certain symptoms that the 
baby exhibits. 

Among these symptoms are refusals to eat, regurgi- 
tation of food when nothing physical is awry, sleepless- 
ness, constant fretting, demands for more and more 
holding or rocking or psychosomatic manifestations of 
which one example is eczema that the usual medical 
procedures fail to clear. 

In such cases it is sometimes possible to refer the 
mother for psychotherapy. 
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Meanwhile, the father can be brought more solidly 
into the picture. The doctor can introduce the matter 
by saying that a baby needs father as well as mother. 
He can suggest that when the father is around he take 
over the baby’s feeding, that he play with him, cuddle 
him, heed his cry. If the father is able to be demon- 
strative and loving, he may be able, even in the limited 
time he is at home, to give the baby enough sincere, 
warm affection to contribute at least some of the emo- 
tional security the child must have. 

A boy of 3 years serves as a case in point. He suffered 
from anorexia and asthma. Food would poison him, he 
said. He was also terrified of his bath. He would dream 
repeatedly of a poison-lady coming to drown him. 
Psychotherapy was started. During its course, the fact 
emerged that it was neither the food nor the water but 
rather his mother’s unlovingness that engendered the 
child’s basic fear. Through her psychotherapy, the 
mother worked to overcome this. In the interim, until 
the mother could develop more responsiveness, the 
father was encouraged to take over the morning and 
evening meals and the bathing. He proved himself glad 
and able to step in and do with a good deal of natural 
warmth what he had thought was not a father’s job. As 
a result of this emotional feeding, the child’s over- 
abundant anger diminished to where it became more 
normal and could be handled in a healthy fashion. 
Both the anorexia and the asthma improved. 


Hostilities over Hostility 
For anger to be handled in a healthy fashion, the 


presence of angry feelings per se must be regarded as 
normal. To recapitulate, when physical or psychologic 
homeostasis is interfered with, the infant normally gets 
angry with his mother to whom he looks for the most 
important things in life. Unfortunately all too fre- 
quently, when he expresses anger, his mother with- 
draws from him. He loses her in effect, and whatever 
discomfort he has had grows worse. As a result, he gets 
two impressions: My anger brings me desertion. My 
anger brings me pain and hurt. Then he grows afraid 
and gradually begins to hide or disguise that he is 
angry at the big person on whom his very existence de- 
pends. 

Nonetheless he goes on with dreams or imaginings 
of wanting to get even and of doing many angry things. 
It is when he grows too afraid and must relegate too 
great an abundance of anger to his unconscious that 
problems pile up. In fact, almost every emotional pro- 
blem that comes to the doctor contains an unconscious 
overload of anger held in or of anger coming out, either 
mmediately or belatedly, in disguised reprisal. 

A noneating problem, for instance, may be a dis- 
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guised angry gesture coming out as unconscious re- 
prisal for earlier love-hunger. A too-much eating pro- 
blem and consequent obesity may be a belated, hostile 
grabbing act. So also may be a child’s stealing and the 
adolescent’s marijuana addiction that we have heard so 
much about. Lies that confuse the parents, laziness and 
lacks in concentration and school failures that dis- 
appoint parents may all be acts through which anger is 
drained. As Blau has indicated, even left-handedness, 
reading reversals and mirror writing may be hostility in 
disguise. 

Some children hit out by using substitute targets. 
They pull out flies’ legs, for instance, instead of their 
parents’ hair. They destroy property instead of per- 
sons. Or, in adulthood, they belatedly let out in 
prejudiced acts. 

Some children characteristically waver between let- 
ting out and holding back. The stutterer, for example, 
wants unconsciously to hurl out venom and, at one and 
the same time, pulls back. 

Other children block the out-going direction of their 
hostility. They are often those very good children who 
never seem to get angry. They are the ones who most 
frequently turn their anger boomerang-fashion against 
themselves, using their own bodies as targets. The acci- 
dent-prone person does this and the person who de- 
velops psychosomatic symptoms. Miller and Baruch 
found actual evidence of this in 92 per cent of the 
allergic children whom they studied. 

No human being can have an anger-free existence. 
Even for the very young infant, it is impossible to avoid 
all anger-producing situations. The baby cannot alto- 
gether escape bodily discomfort which, as we have 
seen, brings on anger. He cannot escape occasional 
illnesses or the pain of teething or the sharp shock of 
necessary immunizations. He cannot avoid, either, the 
long-term impact of those emotional conflicts in his 
environment which his parents carry unconsciously 
within themselves. But when denials, hunger and pain 
exceed the individual child’s tolerance, then his anger 
grows too frighteningly big. 

This is why it makes sense not to add avoidable 
anger-producing situations in the infant’s daily care. 
This is why it is so important for the doctor to stress to 
parents that it does not spoil a baby to love and heed 
and feed him as fully as possible during his days of pre- 
locomotion while he is still completely dependent on 
them. It is no good to let him suffer-it-through till he 
gets his anger over with. Too often the anger goes 
under instead. 

With the beginning of locomotion, the child ex- 
plores, touches and reaches out. More external restric- 
tions must of necessity be inaugurated than when his 
own immobility restricted him. In fact, if the new 
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restrictions are not too numerous or too limiting they 
give the child greater security. It is as if he sensed the 
safety they provide. Even so he will still grow angry, 
and quite naturally so, at the curtailments they bring. 

By now, however, the child is old enough to start 
learning how to handle his angry feelings. His modes 
of expression and communication as well as his com- 
prehension are now less limited. A new regimen for his 
emotional management can be defined. The essentials 
lie in differentiating between feelings and acts. To illus- 
trate: 

The mother of an 11-month-old baby suddenly 
called out to him sharply, “No, no! You mustn’t pull 
the ironing cord.” The baby burst into screams and 
gave the cord several angry yanks. The mother, recov- 
ering herself, picked him up. “There, there,” she said, 
“You can’t touch the cord but I know it makes you 
angry to be yelled at to stop. I’d be angry too, honey. 
You just tell me about it.” 

The child’s howl subsided. But his underlip pro- 
truded a mile, and he let out a series of angry blubber- 
ings, for all the world as if he were telling her off. 

In what this mother did, lies the secret of helping a 
child handle his angry feelings. She did not let her 
baby’s anger lead him into dangerous acts; but she did 
accept his angry feelings as natural and normal. She 
knew that, as the angry feelings against her could be 
expressed outwardly and directly toward her, without 
hurt to himself, to her or to anyone, he would learn to 
handle such feelings with increasing security as he 
grew. 

Lawrence Kubie has put the matter succinctly. He 
says that if a child is to remain emotionally healthy, he 
must liquidate anger as it arises. He must discharge it 
directly against the person who engenders it. And he 
must discharge it in harmless ways. 

One little girl of 7 years, in her psychotherapy, came 
to see very clearly the regimen that this calls for. She 
said, “When I used to be mad, I got all the sicknesses 
and I never even saw that I had any mad inside me. 
But now when my hands squish tight closed and my 
eyes squeeze so the tears can’t come and I start to get a 
headache, I know there must be mad inside. Then I 
make it come out in words and my eyes open and my 
headache goes away.” 

Another child learned similarly how to bring his 
hostile feelings out harmlessly instead of shutting them 
in as he had for years, almost nightly struggling for 
breath in asthma attacks. He came to see that although 
he could not actually club his mother, he could face his 
inner desire to do so, and he could also put into words 
what he imagined wanting to do to her. “If I were my 
dog, Hamburger,” he said, ‘I’d jump on mother’s bed 


and get paw marks all over it . . . I'd chew up her 


66 


purse .. . I'd be a real mad and happy Ham/urger, 
Real happy to be mad.” He let his anger out «lso by 
drawing ugly “‘little idiot pictures” of his mother; and 
he took his basketball and labeled it “Mother” and 
“socked it all around the block.” As his anger came 
out through such channels, his asthma disappeared. 


Physician and Angry Child 


This brings us again to the question of what the gen- 
eral practitioner can do in his practice. 

Just as he says to his pregnant women patients, “‘It’s 
not all a bed of roses having a baby,” so he can say to 
his child patients, “It’s not all a bed of roses having 
parents. Sometimes you love them. Sometimes you get 
very mad at them.” In other words, he again opens the 
sore and lets it drain. 

He can go still further since it is important for the 
child to get the relief of sharing feelings with an 
acceptant adult. He can encourage the child to talk 
about what he imagines he would like to do when 
hostile. A doctor can say, for instance, ‘I know you get 
mad at times. Everyone does. And then you imagine 
lots of things you’d like to do to your parents. Of 
course you can’t actually do them. But you can tell me 
about them.” 

The doctor may also help parents inaugurate similar 
procedures at home with their children #f he feels they 
can do it sincerely. Even in infancy, it is possible for an 
adult to verbalize a child’s feelings for him. This serves 
as groundwork for the later regimen we are describing. 
When a baby, for instance, cries in angry impatience at 
waiting for his bottle to warm, the mother can say 
sympathetically, “Yes, I know darling, it makes you 
angry to have to wait.”” When the 8-month-old child 
yells in protest and fear at being put down on the 
examining room table, the mother and doctor both can 
say, “I know this makes you angry and afraid. It’s got 
to be done, Son, but I know it makes you sore just the 
same.” With an older child or adolescent, the doctor 
can encourage parents not only to help the child bring 
out present-tense grievances, but also to go back to 
times past when anger began accumulating. 

The mother of 13-year-old Noreen, for instance, 
opened up past hurts by saying, “Remember how | 
used to punish you?” 

“Oh yes, Mom!” answered Noreen. “The worst 
thing was the eating business. The way you used to 
make me sit for hours. I’ll never do anything like that 
to a child of mine. It makes you want to throw up all 
over everything.” 

**And everybody?” asked mother. 

**You said it,” answered Noreen, “‘and especially over 
one person.” 
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“IT can guess who that was.” 

Where there are brothers and sisters in the family, a 
child is bound to be jealous and angry at times. This 
anger, also, needs acceptance. Younger children can 
often play out more readily than they can talk out their 
feelings. Thus a baby doll to pummel can often save a 
real baby’s scalp. 

In summary, consciously admitting, talking or play- 
ing out angry feelings is quite different from carrying 
out anger in destructive acts. A person can want to 
poison a neighbor, for instance, for being nasty to his 
dog and yet never go near a pot of poison. The better 
one can see and admit the impulse, the better can one 
control the actions toward which it impels. 

The doctor can make a great contribution to emo- 
tional and mental health if he shows parents clearly 
that it is often necessary to stop angry acts, but that 
one cannot actually stop angry feelings. If one tries. one 
usually makes the child lie about them and hide and 
disguise. This does not mean that parents can be ex- 
pected to remain 100 per cent acceptant and loving. 
However, as they can remain acceptant enough of their 
child’s hostile feelings to show him that these are quite 
natural, they can save themselves and their families 
much turmoil. The child feels more secure and less in 
need of using outlets that make his problems increase. 


The Struggle over Sex 


Strangely enough, this struggle begins in infancy in 
the struggle over the body-pleasures to which we made 
earlier reference. However, it is during two later periods 
in the child’s life that pleasant body-feelings become 
identified with what adults generally call “sex.” These 
two peak periods come approximately between 3 and 
7and at adolescence. During the earlier period, several 
developmental phases occur which jeopardize the later 
period and make for problems. For one thing, many 
fears which arose originally when one or another area 
of the body was condemned, now transfer themselves 
toan area more obviously concerned with sex. 

Small Jimmy brings a good example. He has been 
interested and has been enlightened as to the man’s 
part in procreation. He knows what part of his body 
will “help him become a daddy” and he is already hope- 
ful and proud. Then, suddenly one evening he runs to 
his mother in tears. Nella, the maid, had frightened 
him. He blurts out, ‘Nella says if I suck my thumb it 
will fall off.” And then with a loud wail, ‘Then I won’t 
have a thumb when I need a thumb to get to be a 
Daddy.” (In his imagination he had transposed from 
one area of his body to the other.) 

Even more frightening are threats to the important 
area itself which may come when a child masturbates. 
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Such threats add strength to the conviction born in 
the past that body-pleasure is punishable. To add fur- 
ther to this, the child is now beginning to notice the 
anatomical differences between the sexes. He is con- 
cerned with the strange part of his body where, as one 
small boy put it, ‘A girl wears her skin so much dif- 
ferent from a boy’s.” 

Quite naturally he, and she, put two and two to- 
gether. They fear and imagine that similar hurt or 
further hurt may come. Any threat or insinuation that 
masturbation is wrong then proves too terrifying. 

In addition, ideas of revenge or retaliation are apt to 
join in with the fear. One small girl, as an example, 
confides, “Once I had a little boy thing. But when they 
took my tonsils out they took that too.”” And with very 
angry determination, “Someday I’m going to pull one 
of those boy things right off one of my boy-friends in 
nursery school. And Ill take it to my doctor and have 
him sew it on me.” 

Incidentally during the ages from about 3 to 7 when 
these thoughts are uppermost in the child’s mind, it is 
wise to avoid surgery. 

Another normal developmental manifestation is that 
the 3-year-old as well as the 13-year-old is concerned 
with marriage dreams. It is quite common for a little 
boy to talk of marrying his mother and for a little girl 
to talk of marrying her father. Such talk expresses a 
well-nigh universal wish. 

Simultaneously with this wish to be the exclusive re- 
cipient of love from the opposite-sexed parent, the child 
develops rivalry feelings against the parent of the same 
sex. Four-year-old Peter’s designs are bold and bloody. 
“My daddy’s leaving on the train tonight ... The 
train’s going to get wrecked. Then I'll be the Daddy 
around here...” 

These rivalry feelings often make a child extremely 
fearful. One reason for fear is that the child is so de- 
pendent on the bigger rival whom he would like to get 
rid of. As Rita said to her mother, “I'd like to tear you 
up into a million pieces and throw you in the waste- 
basket.”” Then suddenly she looked frightened and ex- 
claimed, ‘‘But then who'd fix my lunch?” 

Another reason for fear is that the little rival is afraid 
of his so much bigger rival. Said Tom, “I'd like to cut 
my Daddy to pieces. Only he’s so much bigger, he’d do 
me in worse.”’ With this, his hand moved protectively 
down to his groin. 

What we have been saying is that during a child’s 
life, roughly between 3 and 7, the pleasantest body- 
feelings normally become focused in the genital area. 
The child at this age also fantasies that he has a big 
rival who he fears may hurt him in that part of his anat- 
omy where he has noticed sex differences. If masturba- 
tion is condemned, the child is convinced even further 
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that this is the part of his body that will be hurt. 

As a result, in order to prove that he still hasan effec- 
tive genital apparatus, the young child, for one thing, 
may go on wetting his bed and the adolescent may 
engage in sexual exploits. 

In cases where love-hunger has entered, the sense of 
being unprotected increases the child’s problems. Anger 
is bound to spurt up in increased measure, and the 
struggles over sex and over hostility join forces. Greater 
fear and insecurity and greater problems result. 

Again what can the general practitioner do? 

By now the old superstitions concerning the harm of 
masturbation have been well exploded. And so, the 
general practitioner can be quite definite in the infor- 
mation he gives to his patients on this score. 


Before giving parents such information, however, it 
is wise to let them talk out their own fears about mas- 
turbation. Then they will be readier to accept scientific 
facts and the physician will be able to make it clear that 
masturbation is normal and that a child should not be 
told to stop it. For if he feels he must stop and finds, as 
he invariably does, that he cannot stop, his seif-con- 
fidence suffers. In general, feelings involved in prob- 
lems of sex reach from infancy to the 3-year-old level 
and from there on to 13 and 30. They stem from the 
same roots as do most common problems, namely from 
unsatisfied love-hunger, from an overload of stored up 
anger, from the wish for body-pleasure that has be- 
come distorted by guilt and from fear that has accrued 
and mounted too high. 


NUMBER SEVEN IN A SERIES 


Briefs in Psychotherapy 


BY JOHN R. CAVANAGH, M.D. 


DON'T tell the patient there is nothing wrong with him. 


DO explain the psychogenic nature of the disorder. 


Tuis is not only false but unjust. Except in pure ma- 
lingering, there is some degree of illness in every 
patient who consults a physician. In about five out of 
ten patients this illness is due to disturbed emotions, 
and although the symptoms have no physical basis, 
they are genuine as far as the patient is concerned. He 
actually has the difficulty of which he complains. He is 
suffering, and his pain is greater because he cannot 
understand its cause and his physician is often of no 
help. There is small reason to wonder why he develops 
ideas to explain his illness which, to the somatically- 
trained physician, sound fantastic. The patient begins 
to wonder if he has cancer, heart disease, leukemia or 
some other disease about which he knows little, except 
that he may have heard of such a case which was origi- 
nally misdiagnosed. 

There is a psychopathologic explanation for each of 
these symptoms. The psychosomatically-oriented physi- 
cian should study the patient and not his symptoms. 
He will then learn the mechanisms which the patient 
uses and thus be able to explain the psychogenic 
nature of the symptoms to him. 


Remember that an individual must be intelligent to 
be psychoneurotic. Neuroses occur because the patient 
thinks beyond the immediate pleasures of the moment. 
In handling his case, therefore, treat him as an intelli- 
gent adult—not as an immature psychopath. Don’t for- 
get that the neurotic individual is ill. 
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Treatment of Cervical Erosion 


Cervical erosion has been treated in 2,300 cases by means 
of a silver nitrate applicator stick plus a regimen 


to insure vaginal cleanliness. This method 

has considerable psychologic advantage over electrocauterization. 
It is simple and safe—can be used even during pregnancy 

or immediately post-partum. Results have been excellent. 
Treatment had to be repeated in only 6.2 per cent of the cases. 


BY |. PHILLIPS FROHMAN, M.D. 


Washington, D. C. 


A review of the pertinent literature published since 
1935 fails to disclose any significant changes in the 
treatment of cervical erosion. Electric cauterization has 
for almost two decades dominated the treatment field— 
not because it accomplished maximal results with a 
minimum of discomfort, but because a more satis- 
factory procedure was not available. The purpose of 
this presentation, therefore, is to suggest a treatment 
which has been used successfully on 2,300 patients 
with no deleterious aftermaths or concomitant patient 
distress. These patients, instead of being subjected to 
electrocautery, received applications of 75 per cent 
silver nitrate in the form of a solid mass the size of 
a matchhead on the end of a six-inch applicator stick 
(Figure 1). Silver nitrate solution was not used. 


Physiologic Basis for Erosion 


The susceptibility of the cervix to disease and or- 
ganic malfunction is in no way correlated with its size. 
Although one of the human body’s smallest structures, 
it is one of its greatest sources of complaint. It is 
divided into two distinct parts—a division not only 
structural but cytological and chemical. The vaginal 
section is covered with squamous epithelium and, un- 
der normal conditiens, has an acid pH of 4 to 4.5; the 
remainder of the cervix is lined with columnar epi- 
thelium and has an alkaline pH of 7 to 7.5. 
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Such a fundamental differentiation in the same small 
organ no doubt augments its predisposition to dis- 
order. For example, if the vaginal reaction becomes 
alkaline, the squamous epithelium may be destroyed 
and the columnar epithelium grow out of the portio, 
thereby producing erosion. Again, when an infected 
cervix produces an edematous and everted mucosa, 
the columnar epithelium is forced out of the cervical 
canal and overlies the vaginal portion of the cervix; 
here, it replaces the squamous epithelium, and the 
familiar sloughing action results. 

But, both these types of “erosion” are actually 
hyperplasia. The ¢rue erosion involves a loss of squa- 


Nitrate Applicators 


Silver Nitrate 15% 


Silver 
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mous epithelium. It may result from maceration arising 
from a mucopurulent discharge containing gonococcus, 
streptococcus, staphylococcus, Trichomonas, Monilia 
or other offending organisms. Many erosions, however, 
whether “true” or otherwise, are pursuant to some 
kind of trauma. Childbirth, instrumental dilatation, 
curettement, improper cauterization, the wearing of a 
stem pessary or traumatic intercourse is usually 
conspicuous in the recent history. 

Cervical erosion alone—or with associated symp- 
toms such as endocervicitis, cervical laceration, 
eversion, polyps and carcinoma—affects approximately 
75 per cent of the adult female population in this 
country and is perhaps the most common lesion of the 
cervix. A disturbance that involves such a large seg- 
ment of the female population cannot be regarded as 
insignificant. 

The physician must look upon erosion as a possible 
forerunner to carcinoma, and should emphatically in- 
form every nonvirgin female patient that a pelvic ex- 
amination with visual observation of the cervix and 
surrounding tissue is a mandatory precaution, no mat- 
ter what her presenting symptoms. 


Symptoms and Diagnosis 


The symptoms that stimulate a patient to seek med- 
ical and gynecologic assistance are not always the same. 
Sometimes the conditions are mild, such as vaginal or 
labial bleeding, feeling of fullness and itching in the 
vagina, slight bleeding, vaginal discharge, backache. 
painful intercourse, bleeding following intercourse, in- 
ability to become pregnant, frequency and urgency of 
urination or perhaps just the presence of unpleasant 
odor. Again, there may be no symptoms at all, and an 
erosion is discovered on routine pelvic examination. 
This—the so-called “silent erosion”—is not uncom- 
mon; there were 360 of such cases in the 2,300 studied 


(Table 1). 


taste 
Symptoms (Major Complaints) 
Discharge 
None Slight Moderate Profuse 
360 461 849 630 
Pain 
None Pelvic and low abd. Low back 
360 649 378 
Painful 
Spotting Urethritis Intercourse 
322 312 139 


Whatever the symptoms, a thorough investig:tion 
is necessary. The patient’s history is carefully record- 
ed, and she is placed on the table in the usual manner 
for pelvic examination. At the time of pelvic examina- 
tion, visual appraisal of the labia, rectum and adjacent 
areas should be routine procedure. The cervix is fully 
exposed and visualized under direct lighting. ‘The 
cervical os is observed. Is it patent or occluded? Is 
there any discharge from the cervix? Are the con- 
tiguous cervical areas normal and healthy ? 

When answers to these essential questions have 
been obtained, a routine Papanicolau smear is taken; 
if a discharge is present, enough is removed to permit 
later examination for gonococci, Monilia, and Tricho- 
monas. Any questionable appearing tissue areas are 
biopsied (the specimen should be taken from the site 
of definite involvement) for subsequent laboratory 
diagnosis. The cervix and surrounding area are then 
wiped dry and clean with a cotton swab and the erosion 
itself is carefully inspected to determine its precise 
location, size, conformation and associated pathology 
(e.g., laceration, eversion). 


Treatment 


Treatment consists of the following: The entire 
eroded area and all bleeding points are treated with 
the 75 per cent solid mass silver nitrate applicator 
stick. This is applied until it completely covers the 
eroded tissue with a grayish-white coagulum. It has 
been my practice to begin application just at the cir- 
cumference of the cervical os, but not in it, and to 
continue with gentle pressure to coat the entire erosion 
area, overlapping its periphery on to about 44 inch 
of normal-appearing tissue. Usually, one applicator 
stick is ample, but where there is profuse discharge, 
bleeding and a thickened edematous cervix, two ap- 
plicator sticks may be necessary. The use of 75 per 
cent silver nitrate in this manner produces an im- 
mediate gray-white coagulum, aids in hemostasis and 
diminishes the cervical discharge from the affected 
part. 

Concurrent with the treatment of the erosion, it is 
wise and good practice to treat any specific infection 
that may be present (such as Monilia albicans, Tricho- 
monas vaginalis, gonorrhea) with the usual specific 
vaginal creams, tablets or suppositories for this pur- 
pose. Unlike electrocautery, one does not have to 
clear up the infectious process before using the silver 
nitrate applicator stick in treating these conditions. 

The patient is then instructed to take precautions 
to protect her underclothing with tissues from possible 
drainage from the treated areas (since silver nitrate 
will stain most fabrics), and is then assisted from the 
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examining table by the nurse. She is told that she has 
“an irritation of the mouth of the womb” and that 
her treatment consisted of a chemical application. 
Throughout the entire procedure, the word “cautery,” 
or its equivalent, should be taboo, since to’ many 
women it brings forth unpleasant thoughts of the pain 
of the electrocautery, the smell of burning tissue and 
the prospect of offensive discharge. 

Printed instructions can be of considerable assistance 
to the patient if presented at this point. The following 
is suggested : 

1. Douche after 24 hours and at bedtime, using 
two teaspoonfuls of lactic acid (U.S.P.) in two 
quarts of warm water. 

. Repeat the lactic acid douche each a.m. 

. Continue douches until next appointment. 

. Abstain from intercourse. 

. Use medication prescribed for any specific in- 
fections present. 

The patient is then told to return in four to five 
days (depending upon the severity of the erosion, 
the associated symptoms and the amount of infection 
present). When she returns, the cervix is again treated 
in the manner described. The douches are continued. 
After the second treatment, the patient is seen at 
weekly intervals until the erosion has completely 
cleared. Usually the malodorous discharge (if present 
before treatment) disappears after the first or second 
silver nitrate application, and at no other time during 
therapy is there any discharge or excessive slough 


(Figure 2, on following page). 


Electrocautery vs. Chemotherapy 


Many years ago, dismayed by a treatment which 
sometimes appeared as undesirable as the condition 
it treated, I became sufficiently impatient with the 
electrocautery to abandon it altogether for treatment 
of erosion. Even when directed with delicate precision 
by the most skilled hands, the instrument is too se- 
vere; it is almost impossible to avoid the destruction 
of normal, along with abnormal tissue—and, needless 
to say, frequent or heavy-handed use approaches the 
barbaric. Besides this hazard, however, it may be ad- 
visable to point out three other unpleasant outcomes: 

.a. The possibility of cervical stenosis, with resultant 
inability to conceive. 

b. The presence of a malodorous slough which 
remains for some time after coagulation, and which is 
not infrequently followed by hemorrhage, inflammatory 
complications (including pelvic abscesses) or blood 
stream infection. 

c. The shock and instant pain produced in the 
patient when the cautery is applied. (This is too often 
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lightly regarded by the medical profession as a “neces- 
sary evil.”’) 
The 75 per cent silver nitrate applicator stick was 
selected as the treatment of choice after first trying 
many chemicals which I knew could not harm, yet 
might possibly help, the patient. These were adminis- 
tered in various states—powder, crystal, tablet, sup- 
pository and liquid—but none achieved the gentle- 
ness, safety and efficacy of the applicator stick. 

A breakdown of the 2,300 cases treated by this 
method over a 12-year period is presented in Table 2. 


taste 2 
Social Group 


Age in 
Years 


Single Married 
Nonvirgin (no children) 
14-68 310 660 


Married 
(1 or more children) 


1330 


The tabular form is used here only for its pictorial 
advantages of clarity and brevity. No statistical tech- 
niques have been applied to the data. Conclusions are 
based on the overwhelming evidence of the numbers 
themselves and on the common sense of clinical ob- 
servation. The following are some of the more salient 
of these observations: 

1. There were no cases of cervical stenosis following 
treatment. 

2. Forty-six patients who previously could not 
become pregnant, became pregnant within the first 
year after treatment. 

3. In every case wherein malodorous discharge was 
a complaint, this condition was completely eliminated 
after one or two treatments of the silver nitrate and 
the lactic acid douches. 


4. There were no complaints of pain from the 
treatment. 


5. Frank hemorrhage was not encountered at any 
time. An occasional bleeding was noted in the more 
severe and larger erosions (after initial treatment 
only), and this was promptly controlled by tampon. 

6. Treatment was used successfully and without 
incident on the day before or after menstruation. 

7. Of the 2,300 cases, 175 were pregnant at the 
time of treatment. There were no untoward effects in 
any of these cases. 

8. No deleterious effects were noted in those patients 
to whom treatment was applied during the post- 
partum examination, even though this is a period 
during which patients are expected to be more 
**hemorrhage prone.” 

9. Spread of the infection to the adnexa after treat- 
ment did not occur in a single case. 
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Figure 2 (A, B, C, D). 


C. Cervical Erosion After Se icatii 
n After Second Application D. Healed Normal Cervix Two Weeks After 4th Treatment 
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10. Psychologic receptivity to the treatment was 
most gratifying and was in striking contrast to the 
customary fear reactions of patients to the electro- 
cautery. 


Results 


These are shown in Table 3. However, the number 
of visits and the treatments required depended on the 
severity and size of the erosion, and, of course, the 
sooner any discharge was eradicated, the more rapid 
was the cure. 

The average number of treatments was four, ranging 
from a maximum of six to a minimum of two. For this 
reported series of cases, the time for healing and cure 
averaged five weeks, since usually a week was required 
after the last application for complete restoration of 
normal tissue. 


TABLE 3 
Number of applications of Silver Nitrate 
Required per case 
2 3 4 5 6 7 
186 608 821 552 133 none 


The manner in which healing of the erosion took 
place was an interesting facet of this study. Healing 
usually began at the periphery of the eroded area and 
progressed toward the cervical os. The erosion visibly 
diminished in circumference after each application 
of silver nitrate. Also interesting (and satisfying) were 
the results in those patients whom it was possible to 
follow for three, six or 12 months. The number of 
recurrences was 6.2 per cent (Table 4). 


tase 4 


Persistent or reinfection History of repeat trauma Total 


84 58 142 


There is no contraindication to repeat the series of 
silver nitrate applications immediately upon recurrence 
of erosion due to trauma, reinfection or other cause, 
no matter how recent the last treatment. In this series, 
no complications were noted; no allergic reaction to 
the silver nitrate; no edema of the vagina or labia. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Hyperglycemia Without Glycosuria 


EARLY DETECTION of diabetes is important if it is true that 
early institution of treatment, consisting of efforts to elimi- 
nate glycosuria and hyperglycemia, will postpone progres- 
sive severity of the disease and cardiovascular-renal degen- 
eration. Mild or early diabetes may be manifested by 
hyperglycemia without sugar in the urine. This fact is 
commonly ignored by the clinician because urinalysis alone 
is so generally used as the means of detection of diabetes, 
and if blood sugar tests are done, little importance is at- 
tached to mild hyperglycemia. This study demonstrates 
that, in patients with hyperglycemia without glycosuria, 
4 out of 10 patients will later have overt diabetes or be 
considered as diabetes suspects, as compared to 2 out of 10 
in an analogous control group of persons with normal 
blood sugar levels. If a patient is more than 50 years of 
age and has an abnormally elevated blood sugar level, yet 
has no glycosuria, the probability of his later showing signs 
of diabetes or becoming a diabetes suspect is about 56%, 
4s compared to 20% in an analogous control group. In all 
age groups, the incidence of diabetes or suspected diabetes 
is increased in the presence of hyperglycemia beyond that 
seen in a control group. Nearly one-half (47%) of those 
patients in the hyperglycemic group who were later classi- 
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fied as diabetic had signs of diabetes in the first five years 
after the initial examination. Most of the occurrences of 
diabetes in the control group were 10 to 20 years after the 
initial evaluation. 

In this particular study, 5 of 10 patients with hypergly- 
cemia without glycosuria who had a family history of dia- 
betes mellitus subsequently had definite diabetes. Obese pa- 
tients with hyperglycemia subsequently became diabetic 
in a significantly greater percentage (41%) than did obese 
patients in the control group (13%). As was to be expected, 
those patients in whom elevated blood sugar levels were 
found a longer time after eating were more likely later to 
have diabetes than those patients in whom hyperglycemia 
was maintained for a shorter period of time. 

The routine blood sugar test is valuable in detecting 
diabetes. It is recommended that any patient who con- 
sistently has hyperglycemia, even though mild and without 
glycosuria, should be treated as a mild diabetic and pos- 
sible aggravating factors corrected in an attempt to decrease 
the chance of a severer diabetic state developing. Such 
management is much more important if one or more of 
the following conditions are present in addition to the 
hyperglycemia: (1) a family history of diabetes mellitus, 
(2) obesity, or (3) an age of more than 50 years.—E. Perry 
McCuttacu, M.D., Witttam N. Fawewt, M.D. and Fenton 
J. Lane, M.D., J.A.M.A., 156:925, 1954. 
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Portland, Oregon 


THis DISCUSSION covers the important problem of preg- 
nancy out of wedlock only insofar as it concerns phy- 
sicians in private practice. The total problem has 
increased greatly in recent years, chiefly, but not en- 
tirely, as a result of war and postwar conditions. The 
illegitimate live births per year in the United States 
have increased from 88,000 in 1938 to 142,000 in 
1950, or from seven to 14 per thousand live births. 
Although these increases were striking during the 
short period involving the war and immediate postwar 
years, they have continued steadily to rise since 1947. 
Physicians are in charge of an increasing number of 
these cases. Statistics from the Children’s Bureau in- 
dicate that almost as many unmarried as married 
mothers are now under doctors’ care. Although much 
of this care involves purely obstetric attention, a sub- 
stantial and an increasing number are appearing in the 
offices of obstetricians and expecting private practice 
care. It is this group which interests us here. 
Education, socializing influences and the more even 
distribution of incomes among the various social strata 
account for the fact that more young women in such 
a predicament are able to seek confidential assistance 
from the physician of their choice. A much higher 
percentage of unmarried mothers nowadays comes 
from comparatively privileged groups—high school 
students, college students, young women with good 
jobs—as compared with the “poor working girl” or 
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Nowadays there is a higher percentage than formerly 
of unmarried mothers who come from comparatively privileged groups. 


Some of these young women seek private medical care. 

Many of them have to be convinced that abortion is a dangerous 
recourse, both immediately and in terms of future fertility. 

For those who are convinced, the pregnancy often 


is a valuable maturing experience. 


Maternity Minus Marriage 


BY GOODRICH C. SCHAUFFLER, M.D. 


the penniless “domestic” of the beginning of the 
century. The problem, to put it bluntly, is more es- 
sentially with the children of our neighbors and 
associates and less with the “wretched and ignorant 
waifs” whom, in the old days, we could more easily 
dismiss from our professional conscience. 

The more liberal general attitude of the laity and of 
the profession are additional factors contributing to 
this changing situation. There is less of the persecu- 
tion complex which formerly surrounded such mat- 
ters. Thus, these young women have less reticence 
about appearing in our offices, and they do not find 
it as often necessary as in the past to apply sub rosa 
to charitable or corrective agencies. This, I believe, 
is a good development, and it is the chief purpose of 
this discussion to defend the conscientious physician 
who is willing to carry on this responsibility. 

As a matter of fact, physicians are being mesmer- 
ized into a sort of induced inferiority complex in 
relation to such matters as these, by the ever-increas- 
ing self-important personnel who circle about and 
finally enter the orbit of the physician’s original re- 
sponsibility. Whether or not these unhappy young 
women are eventually to be sent along to an agency, 
four out of five of them will be under our care at 
one stage or another, and it behooves us now to give 
these matters our serious consideration. It is my 
earnest belief that the pendulum against our partici- 
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pation in such matters has swung far enough, and 
that we now may do well to cling to this one of our 
many vanishing prerogatives. 

It is quite true—and not good—that in the past 
physicians have exceeded their authority in these situa- 
tions. Sentiment has been aroused over unsound advice 
by doctors, who have, by indirection if not by positive 
advice, been accused of aiding in procuring abortions. 
“Baby mills” and “adoption rings” have been played 
up by the press. These are rare exceptions to the gen- 
erally sound advice of the physician, but we should 
certainly know where our stewardship ends and when to 
call consultation ; and I shall get down to cases in this 
report. Some general information, necessarily in brief, is 
pertinent. 


Background of the Problem 


Age statistics in this group are of interest. Most of 
these patients seen in private practice are under 20. 
In the most recent statistics, 44 per cent of the illegiti- 
mate births were to teen-age girls from 15 to 20. About 
32,000 of the illegitimate live births in 1950 were to 
girls younger than 17 years of age. This is important 
ascalling for more than ordinary solicitude on the part 
of the physician and some special information in 
relation to teen-age obstetrics. 

The age of beginning fertility should be considered 
briefly at this point. Fertility during puberty is con- 
siderably more uncommon than the documented num- 
ber of exposures would suggest. Well-qualified observ- 
ers studied otherwise normal girls who cohabited re- 
peatedly before the age of 16—pregnancy occurred in 
only 25 per cent. In other groups in which cohabita- 
tion begins with the first bleeding, a child, on the 
awerage, is not born until the third year of effective 
sexual relations. This beginning bleeding is often 
anovulatory, and it is indeed fortunate, because the 
ratio of exposures in this age group in the United 
States in now impressively high. 

Purely obstetric considerations in this age group have 
been carefully studied and reported, but many physi- 
cians and most social workers do not realize that, in the 
teen-age group, pregnancy and normal delivery are in 
most ways less complicated than in older females. 
An increased incidence of eclampsia, fairly generally 
teported in these younger groups, may have something 
todo with lack of early trimester care. 

Factors in modern American life which precipitate 
the precocious sex activity of these young people are of 
interest. ‘To begin with, we must recognize that there 
sa greatly increased awareness of sex in the younger 
group, stimulated and maintained by the sex hysteria 
which is a calculated instrument of modern journalism 
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and so-called entertainment trends (movies, radio, tele- 
vision, theater). Beyond this, there are loose practices, 
bad examples and lack of supervision in parental and 
home influences; liquor, narcotics, automobiles, auto 
courts; and finally gang influences which combine the 
above elements and tend, in certain groups, almost to 
enforce premarital sex practices. 

Sex information today, as it becomes available in 
books, magazines and some actual teaching courses, too 
often defeats its own purposes. Young people now- 
adays are exposed to teachings such as those of Freud 
and Jung, and to research material such as that of 
Kinsey, without the cooperation of mature intelli- 
gence. The result is an emotional shambles which 
actually fosters many of the deviations and denatured 
biologic trends which are common among our young 
folks. It is part of a well-meaning but sometimes pre- 
cocious phase of “social education” in these United 
States. I specifically do not refer here to conservative, 
carefully prepared basic plans of normal hygiene and 
sex education, which are in the main helpful—but not 
always as ideally so as their sponsors inight wish. 

As for the young men—boys mostly—who are in- 
volved in these episodes—it is of interest to contem- 
plate how the individual point of view seems to have 
changed. In the last several decades, for example, the 
individual sex-prowess of the young Casanova calls 
more for “scalps” from the groups of his classmates, 
neighbors and dancing partners—and less for clandes- 
tine sexual relief with the chambermaid and chippy 
types of 30 years ago. He prides himself on his tech- 
nique with “women” and is still too prone to the 
illusion that girls in general approach their early inter- 
course with eagerness and enthusiasm. He assumes that 
there is the same lusty surge of passion which charac- 
terizes the male approach; or, on the other hand, if it 
is not the casual affair, the boy is too apt to feel that 
this is a cherished and anticipated moment in the life 
of the girl—that her natural desire to indulge has been 
held in abeyance only by her conscience and her 
ignorance. 

As for our modern girl, I think it is rather a pity for 
her sake that she has not shifted to the specifications 
of the modern young male. Writers on this subject— 
especially women writers—for the most part ascribe 
complicated motives to these girls, which I myself 
seldom encounter. To the contrary, it is my own im- 
pression that the most of them yield unwillingly and 
under simple but powerful stresses. I believe that for 
a single one who precipitates the episode, or who enters 
it eagerly or mischievously, there are 20 who do not; 
rather—that there is liquor, available seclusion and 
perhaps more defensibly, the female impulse to be 
adequate to the demanding male. Actually, it is a 
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pretty grim undertaking for most of these girls. In any 
case, I think it is important for modern physicians, 
especially in seeing these patients in private practice, 
to concede the simpler and more evident motive rather 
than to dig up vague interpretations of calculated 
wickedness or pseudopsychiatric oedipus complexes. 

The unwillingness of a young man to assume his obli- 
gation—a consistent component of this problem—is 
another commentary on present-day adolescent ethics. 
The almost universal practice in my experience has 
been for the young man immediately to threaten to ruin 
the girl’s reputation by claiming knowledge of other 
sexual contacts by the girl, whether or not they have 
occurred. This is sufficiently easily framed among gangs 
of youths who regard these matters in the callow 
ethics of their gang psychology. To be sure—there are 
a certain number of girls in these groups who are de- 
signing and really bad, but these appear more often 
in police agencies and corrective institutions. They 
are seldom seen in doctors’ offices. So, it is the simpler 
girl, the less smart one, who does not know the tricks 
of the trade—who is more apt to become our unhappy 
patient, and is more deserving of our solicitude. 

For the medicolegal aspects of these situations, it is 
always advisable to consult the legal opinion of authori- 
tative social welfare agencies at once. Neither the phy- 
sician himself nor the attorney without special experi- 
ence is ordinarily qualified to proceed in these matters 
beyond the initial stages. Certainly no decision in the 
entire matter should be taken more painstakingly than 
the decision to invoke court action of any sort. The 
law is a pitifully clumsy and inadequate instrument to 
deal with any such loaded legal material. For whatever 
a girl may attain from legal exactions in such matters, 
she is apt to lose far more by the harrowing course of 
subsequent events. 

The rights of the mother in these cases are, fortunate- 
ly, sedulously protected. This has not been so until 
recently. At the present time she has complete power 
of decision in relation to her own and the child’s 
disposal and unless court complications have arisen, 
she is not at all legally impugned. A physician in a 
private hospital must remember that the birth certifi- 
cate in these cases can be held confidential—and he 
must instruct the maternity personnel to forbid news- 
paper publication. He must exercise the greatest care 
not to influence his patient in the interest of an adop- 
tion. The decision must be hers and made under 
absolutely no duress. 

The unmarried father is by no means always a “bad 
egg.” He is often automatically excluded from consid- 
erations of the mother’s and the child’s future, be- 
cause the mother is unwilling to designate him, and 
this is her legal prerogative, which she exercises in 
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about half of these cases. The physician musi realize 
that in seeking information relative to the baby’s he- 
redity, he is not entitled to force admissions from the 
suspected sire, or from anyone else; and that to do so 
may cause serious trouble. On the other hand, the 
occasion does arise in which the obstetrician can clarify 
the entire situation by a frank discussion with the 
young father. As a matter of fact, I believe he js jn 
general better equipped to do so than the social worker 
who is most often a young woman. 


What To Do About It 


The way of a pregnancy for an unmarried woman is 
surely a hard road. Instrumental abortion is, of course, 
the most common recourse. Taussig’s figures indicate 
that it is practiced in substantially over 70 per cent 
(probably even 85 per cent) of nonmarital pregnancies, 
The question of abortion arises here only for a sort of 
‘negative’ consideration. Regardless of religious or 
ethical considerations, common sense and a broad 
experience with such cases indicate that the best way 
out of such a mess is not by abortion. Legally a doctor 
may become accessory before the fact if he aids a pa- 
tient to procure an abortion; but this is not the im- 
portant point. My own argument to the patient in this 
respect follows a fairly clear pattern: 

(1) Illegal abortion is a dangerous procedure under 
whatever circumstances. Over against the added pro- 
tection of sulfas and antibiotics we still have the intrin- 
sic ruthless and predatory character of the criminal 
abortionist. (2) The danger to the patient’s fertility is 
considerable. Taussig and others quote high per- 
centages in tubal sterility following illegal abortions 
originally thought uncomplicated. (3) An abortion 
often causes a permanent and serious psychic, even 
psychiatric stigma. (4) The proper conduct of a preg- 
nancy (with all its special concerns) and of labor is not 
so apt to do so—and indeed may turn out to be a 
maturing experience—often a distinct psychologic ad- 
vantage as compared to an abortion. (5) There may 
develop a certain spiritual recompense—a feeling o! 
restored adequacy in the patient, if she can confer the 
happiness of a healthy adoptive child upon a deserving 
childless couple. 

This is my deep conviction and is certainly not a 
lot of sentimental backwash. It is a rough outline of 
rationale that can be developed in the patient slowly 
but effectively. There is nothing impractical about it. 
These patients must face their future and here we have, 
I think, the seeds of a certain mental and spiritual 
rehabilitation which is the patient’s just right. In my 
own practice I have seen too many impressively happy 
endings to refuse to believe that at present, these 
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matters can be decently and ethically handled—many 
of them by the physician. ~ 

Forced marriage as a way out, in the absence of 
affection or mutual respect, has been carefully studied. 
The sound conclusion is that in most cases it is by no 
means as simple and attractive as it may seem, and it 
occurs only under very exceptional circumstances. In 
general certainly the physician has no right or author- 
ity to urge such a course. Later, a happy marriage to 
someone else, often including adoption of the first 
child, is a more frequent and reliable happy ending. 

The matter of adoption has fortunately been wisely 
and well discussed among physicians recently. Occa- 
sionally abuses of confidence have been blown up into 
fragrant morsels by newsprint, and physicians have 
become frightened—unduly so, I believe. It is inter- 
esting that it is not the law which has entered into 
this matter so much as the superior attitude of wel- 
fare agencies and the ruthless tactics of the press in 
relation to any tidbit that smacks of scandal. By now, 
the doctor believes that if he advises an adoption for 
one of his sterility patients, he is open to sharp criti- 
cisms, if not actually to more serious legal action. 
This interpretation is exaggerated, and I might add 
parenthetically, the adoption advices of the welfare 
agencies, too, do not always proceed in an atmos- 
phere of utter sweetness and light. 

In the face of strong influences to the contrary, I 
believe sincerely that now and again a physician is in 
a vastly superior position to understand the bases and 
backgrounds of a certain adoptive prospect than is 
any welfare agency. This is perhaps the exception, 


but it quite as certainly occurs. Actually, physicians 
are not at all legally prohibited from advising in 
adoption procedures. Now that the matter has been 
thoroughly aired, I believe that this is completely 
defensible, if the physician has satisfied the law and 
his own conscience. More often, to be sure, it is expe- 
dient to employ the trained services of welfare agen- 
cies, and of course, state welfare commissions are 
widely authorized to study all adoptions, and this is 
good. 
But none of this should confuse the fact that the 
physician need not always shudder away from the idea 
of seeing that a good baby of his goes to a good family 
of his. It is not a question of morality or even of ethics, 
but does require some modest special study by the 
physician and perhaps some special circumstances. 

In any case, considerably more than charity is de- 
manded of the physician whether or not he conducts 
the entire sequence or only the obstetric care. It seems 
to me of the gravest importance for us to realize that 
here we are by duty bound to set aside any tendency 
toward aloofness and the professional manner, and to 
call upon ourselves for the exercise of “‘loving-kind- 
ness” in its most charitable sense—for sympathy, you 
may say—beyond the ordinary call of obstetric duty. 
In conclusion, I believe that physicians may now be ex- 
pected to assume more rather than less of the respon- 
sibility for the total patient in this bracket. There is no 
reason why we should be relegated by the lay agencies 
to the position of the “medically trained night watch- 
man,” or as we used to call ourselves in our Pacific 
Coast Society, merely ‘the perineal sentries.” 


REsoLveD, that I, Dr 


So Help Me, Hippocrates 


, will attend 


tion, as follows: 
1. Make appropriate marks on calendar. 


servations. 


being in Los Angeles in March, 1955. 
4, Arrange for substitute in practice. 


the 1955 Scientific Assembly of the American Academy of 
General Practice in Los Angeles, March 28-31, and that with 
these words I will instantly take steps to implement this resolu- 


2. Instruct secretary to obtain hotel and transportation re- 


3. Instruct secretary to assist me in impressing all patients 
with the fact that their welfare and mine depend upon my © 
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Figure 1a and 1b. Posteroanterior and right lateral views of the 


chest showing a circumscribed density in the posterior portion of 
the superior mediastinum. This represents a neurofibroma. 


BY SOL KATZ, M.D. 


NEUROGENIC TUMORS are the most common primary 
tumors of the mediastinum. They arise from either the 
nerve sheaths or the cells of the sympathetic ganglion. 
Nerve sheath tumors are referred to as neurilemmomas 
when arising from the outer nerve sheath and neuro- 
fibromas when they develop from the inner supportive 
sheath. However, by usage all nerve sheath tumors are 
usually designated as neurofibroma when benign, and 
neurofibrosarcoma when malignant. Sympathetic gan- 
glion cell tumors are called ganglioneuromas when be- 
nign, ganglioneuroblastomas when they show areas of 
malignant degeneration and neuroblastomas or sym- 
pathicoblastomas when they are highly malignant. 
The fact that these tumors originate from the nerve 
roots, sympathetic, vagus or intercostal nerves explains 
their location in the posterior mediastinum. They are 
usually solid, round and well encapsulated. However, 
when the tumor arises from the nerve roots they may 
have a dumbbell or hour-glass shape. The intraspinal 
portion is usually smaller than the extraspinal or me- 
diastinal portion, and both parts are connected through 
the intervertebral foramen by a narrow neck of tumor. 
Symptoms from a benign neurogenic tumor may be 
- absent or mild, and it is not infrequent for the lesion 
to be discovered on routine x-ray examination. Pain 
may be vague or radicular with intercostal nerve in- 
volvement, or a Horner’s syndrome may be present 
when the inferior cervical ganglion is involved, or pain 
in the arm may be observed with brachial plexus in- 
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Neurogenic Tumors of the Mediastinum 


volvement. If the tumors are large, pressure on the 
lungs may result in cough and dyspnea, while displace- 
ment of the esophagus gives rise to dysphagia. The 
intraspinal portion of an hour-glass tumor may cause 
spinal cord compression. In the presence of a malig- 
nant neurogenic tumor, the clinical manifestations are 
more severe and rapidly progressive. 

Roentgenographically, the tumor appears as a round- 
ed, well-circumscribed mass in the posterior mediasti- 
num (usually the superior portion) or more specifically 
in the paravertebral gutter. Occasionally they may be 
separated from the mediastinum and originate from 
the posterior chest wall. There may be smooth erosion 
of ribs or vertebrae from pressure from a benign neuro- 
genic tumor or irregular destruction of these bones 
from malignant invasion. A clue to the presence of 
these tumors may be widening of an intercostal space 
with slight elevation and rotation of the rib at the 
site of the tumor. The intervertebral foramen may be 
enlarged in the presence of an hour-glass neurogenic 
tumor. Calcification may be present especially in the 
ganglioneuromas. 

Since these tumors are extrapleural, the reflection 
of the pleura over them may be seen, especially in 
oblique views. Artificial pneumothorax usually will 
demonstrate their extrapulmonary location. 

Because of the hazard of malignancy and because of 
pain or symptoms due to progressive enlargement, 
neurogenic tumors should be removed. 
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A large part of present-day pediatric practice consists 

of parental concern about many normal anatomic 

and physiologic variations often found in healthy children. The failure 
of some physiciansand parents toappreciate the wide latitudeof normality 
has focused unwarranted concern on these variants. Physicians 

and parents alike need reorientation about the significance 

of these universal imperfections that do not impair the child’s health. 


latrogenesis Pediatrica 


BY THOMAS E. CONE, JR., COMMANDER (MC) USN 
Pediatric Service, U. S. Naval Hospital, Bethesda, Maryland 


Tue TITLE of this paper was not coined to describe a 
barre or baffling pediatric condition, but rather to di- 
rect attention to a problem that has gained undue im- 
portance within the past quarter of a century. This 
period has witnessed unprecedented changes in the 
nature of pediatric practice. As an example, the micro- 
bial diseases of childhood, which were looked upon so 
ominously in the past, are now viewed quite sanguinely. 

Regrettably, there is real danger at present that 
iatrogenic disorders may be replacing the diseases con- 
quered so effectively by the newer chemotherapeutic 
and immunizing agents. 

As we know, iatrogenic disorders are those unwit- 
tingly created by the physician when unwarranted im- 
portance is attached to minor deviations from the nor- 
mal. Overemphasis of these supposed disorders may 
produce the same degree of parental anxiety as would 
the detection of a serious illness or abnormality in the 
child. It would be lamentable if we were to add unwar- 
ranted iatrogenic anxieties to the already existing ten- 
sions besetting parents in this troubled world. It must 
always be remembered that the definition of the word, 
physician, is “healer.” 

As the routine health examinations of the well child 
have become more frequent, the physician has found 
time for a more critical study of the child than in for- 
mer years. The examination of the past, although thor- 
ough, usually had a focusing spot of interest and con- 
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cern in an area or structure involved in the illness. 
Today, the physical examination is approached with 
the same zeal as in the past, but without a focus point. 

It is this laudable zeal which, without its previous 
direction, often leads to the overemphasis of normal 
deviants, the examiner honestly believing them to be 
abnormalities. This practice has become so common 
that some physicians consider the physical examina- 
tion incomplete unless a variation from the “normal” 


has been detected. 


What Is “Normal”? 


The crux of the problem rests with the definition of 
normal. To many it denotes the average or usual, but 
to hold this view is to borrow trouble. It would be pru- 
dent, if one wishes to describe the average of a large 
series of observations, to stick to the term “average.” 
Washburn has stated: “In the light of common ob- 
servation, or of scientific research, we can state with 
great assurance that even the healthiest of children 
cannot be expected to conform to any one given type— 
that there is no such phenomenon as standardization 
in the growing human organism.” 

Probably the most important thing learned by the 
pediatrician is that there are wide variations for almost 
any measurable phenomenon (Figure 1). 

In the admirable effort to examine the child fully 
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Figure 1. 


from head to foot, few children will come through the 
examination without some finding that veers from the 
examiner’s conception of the norm. This statement 
may be accepted as a truism; for if one were to examine 
any living specimen with more than usual effort, some 
abnormality would be detected. For example, a flower 
might have a minor variation in the size or color of 
the petals; an animal a slight disparity in the length of 
the ears. These deviations usually have little effect on 
the health or life expectancy of the subjects studied. 
No one has expressed this idea more lucidly than Ralph 
Waldo Emerson when he wrote: ‘‘There is a crack in 
everything God has made.” 

A large segment of the pediatric conditions for which 
patients seek advice are actually minor anatomic or 
physiologic variations within the normal range. The 
exaggerated emphasis placed on these variations has 
created untold parental unhappiness and anxiety. This 
overemphasis is not unique to the United States. Gor- 
don, in a provocative review, has shown that the same 
concern about these minor variations prevails in Eng- 
land. A few years ago, Bakwin expressed his views of 
this matter in this way: 

“The physician, eager to justify his function, is 
rarely content to tell the parent of a child who comes 
for a health examination that the child has no defects 
that require correction. He finds flat feet, large tonsils, 
malocclusion, a heart murmur, a tight prepuce, rickets, 
undernutrition and poor posture. Most of these are 
normal variants, but the physician often leads the pa- 
tient’s parents to unnecessary trouble, expense and 
anxiety by his prescriptions.” 
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Most Common Iatrogenic Disorders 


It would be impossible to review all the variants 
one might detect in a physical examination—each 
physician would have a different idea of what is ab- 
normal. The greatest gap in our knowledge of the in- 
fant and child is a failure to appreciate the significance 
of individual variations. The so-called range of nor- 
mality for almost all observations, when allowance is 
made for the inclusion of departures from the mean of 
two standard deviations, is quite wide. As one example, 
the weight spread in pounds of an 8-year-old boy is 
36 pounds—from 39 to 75 pounds! 


THE TONSIL PROBLEM 


Few physicians will question the assertion that there 
is no organ more important than the palatine tonsils 
in the production of parental anxieties, and probably 
no organ has less reason to do so. When the physician 
tells the average parent that his child has enlarged ton- 
sils, the parent’s first thought is that a tonsillectomy is 
essential. Many have demonstrated the speciousness of 
this reasoning because at the time when the parents 
are most concerned with tonsillar enlargement the 
growth cycle of the palatine tonsils is reaching its 
peak. Kaiser has found that the maximum size of the 
tonsils is reached at 4 or 5 years of age. 

The tonsils and adenoids are normal tissues in the 
nasopharynx—a fact many parents, and unfortunately, 
some physicians, find difficult to accept. A pernicious 
aspect of so much attention directed to these struc- 
tures is that it often leads to the neglect of defects such 
as dental caries and visual abnormalities, which really 
need correction. 

Physicians should not tell the parents that the 
child’s tonsils are enlarged and let it go at that. There 
is an obligation to inform the parents of the normal 
growth cycle of the tonsils, and also to instill the idea 
that mere size of a tonsil is not a measure of its patho- 
genicity. By doing this the physician will prevent much 
unnecessary anxiety and expense. 


ORTHOPEDIC PROBLEMS 


Second in importance in producing unwarranted 
parental anxiety, in my opinion, is concern with the 
so-called orthopedic variants. The diagnosis of flat feet, 
either actual or potential, is commonly made because 
the physician fails to realize that the normal feet of the 
infant and young child may appear grossly abnormal 
when judged by adult standards (Figure 2). The in- 
fant’s feet rarely have a distinct longitudinal arch and 
never a transverse one. Chapple has described the nor- 
mal infant’s foot in this way: 

“The longitudinal arch may be obscured by fat pads 
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which create a fullness simulating flatfoot. This ap- 
pearance is accentuated by the physiologic softness 
and by the elasticity of the muscle normally present in 
small children. The line of the Achilles tendon, which 
is straight in the adult’s normal foot, may be moderate- 
ly angulated, and the foot may be slightly everted and 
still be within the range of normal.” 

Many young children, especially if they are chubby, 
have a slight knock-knee during the second and third 
year of life. In a number of these children, a mild de- 
gree of pigeon toe develops during the fourth year of 
life. This is functionally desirable because it permits 
proper directional forces on the foot and leg and re- 
sults in a high-arched foot and a straight leg. 

The forward inclination of the pelvis in the healthy 
young child gives the appearance of a lumbar lordosis. 

If a questionable orthopedic defect is noted during 
the physical examination, it would be judicious to ob- 
tain the opinion of an orthopedist before the parent is 
alarmed. This may spare the child from wearing need- 
less orthopedic devices, and the parent unwarranted 
anxiety. 


HEART MURMURS 


Of all the iatrogenic disorders, none has caused 
greater parental misery than the misdiagnosis of a 
functional heart murmur. Untold numbers of families 
have been thrown into panic, and the child committed 
to the life of a cardiac invalid, because a physician 
failed to realize that almost all murmurs, detected for 
the first time in the routine health examination of the 
otherwise healthy child, are the so-called functional or 


Figure 2. The newborn's feet frequently have this appearance. 
When this child learned to walk his feet were perfectly straight. 
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accidental type. Cardiologists consider these murmurs 


as inconsequential. 

A physician should never be hesitant about seeking 
the opinion of a cardiologist concerning the nature of 
a murmur detected during a routine health examina- 
tion. Such a consultation may spare the parents a 
tragic experience and protect the child from develop- 
ing a cardiac neurosis. 


Examples of Frequently Noted Disorders 


There are, of course, many other innocuous “‘dis- 
orders” that may be encountered. A few common ex- 
amples are tabulated below. Undue anxiety about these 
is unjustified. 

Skin. The flat hemangiomatous areas found on the 
eyelids, the nose, the upper lips of the newborn, and 
at the nape of the neck—most of these eventually fade. 

Other harmless findings include (1) the Mongolian 
blue spots seen frequently over the buttocks and the 
back in dark-skinned infants; (2) the bald patch found 
frequently on the occiput; (3) the yellow skin noted in 
carotenemia (a pale sulfur-yellow color of the whole 
body, but not the sclerae, and especially pronounced 
about the nose, the palms and soles). 

Head. Craniotabes is often noted normally at the 
vertex of the skull in the parietal area near the 
sagittal suture. 

The frequent overriding of the parietal bones on 
the occipital and frontal bones has caused much un- 
necessary concern. 

The anterior fontanel may be normally depressed 
and may vary markedly in size. Closure may occur 
within the first 6 months of life, or it may be delayed 
until about 18 months of age. 

Dentition may be delayed until the age of 1 year; 
occasionally one or two deciduous teeth in the lower 
central incisor area are present at birth or soon after. 
The order of eruption of the deciduous teeth shows 
wide variation. 

Eyes. The eyes of the newborn normally may have 
a “glassy” appearance with a whitish discharge in the 
inner canthus due to the narrow nasolacrimal duct. 

Epiphora usually improves spontaneously. 

The cornea may be congenitally cone-shaped. 

The appearance of blue sclerae in the newborn is 
almost always a normal variant rather than an indi- 
cation of fragilitas ossium. 

The eyes of infants and young children are hyper- 
opic. 

Mouth. The mouth is usually closed but may fre- 
quently be opened slightly. There are many minor 
imperfections noted in the mouth of the healthy child 
such as geographic tongue; bifid uvula; and small, 
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Figure 3. Umbilical hernias are so frequently found in the African native that tribal artists often include these hernias in their figurines. 


(Illustration courtesy of E. Perry Crump, M.D.) 


thin, grayish streaks in the tonsillar crypts and fol- 
licles. 

Thorax. A prominent xiphoid process is frequently 
observed. 

In the neonatal period, respiration is normally per- 
formed by the diaphragmatic and abdominal muscu- 
lature. Thoracic movement is minimal. At this age the 
respiratory movements are usually irregular both in 
depth and frequency. 

Cogwheel or periodic breathing, although sugges- 
tive of pathologic states, may frequently be noted in 
the normal infant. 

Mammary engorgement, as well as the presence of 
a thin, watery discharge from the nipples, is a com- 
mon occurrence in the neonate. 

Abdomen. Negro children frequently have a hernia- 
tion of the umbilical region (Figure 3). This is a racial 
characteristic because it occurs eight times more fre- 
quently in Negroes than in whites. These umbilical 
herniations usually close spontaneously both in the 
Negro and in the white child. The normal umbilicus 
may be depressed, may be even with the abdominal 
wall, or may protrude, but it does not enlarge with 
an increase in the intra-abdominal pressure. 
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The liver and spleen are often palpated in the 
healthy infant and young child. 

Fecal accumulations may be felt under the abdomi- 
nal wall, and should be considered before making a 
diagnosis of a sertous intra-abdominal mass. 

Genitalia. The penis in childhood varies in size, 
without functional significance. It may appear abnor- 
mally small, with only the foreskin visible, especially 
in the obese child. 

The newborn’s foreskin is usually adherent and 
appears to be tapered at the end. 

There is great variation in the size of the scrotum 
and testes. 

The small hydroceles, frequently detected in the 
infant and young child, usually require no treatment 
because the vast majority recede spontaneously. 

In the female infant and young child, the labia mi- 
nora are prominent. 

The newborn may have a slight bloody show from 
the vagina which has no significance unless it is part 
of the hemorrhagic disease of the newborn. 

The age at which pubescent changes first occur 
varies widely (Figure 4). Precocious pubescent changes 
are usually due to hereditary factors causing prema- 


GP Volume XI, Number 2 


C 


: 

a 

an 

ul 

va 

th 
n¢ 

4 

ta 
P 

ok 


rines. 


the 


omi- 
ng a 


size, 
nor- 
ially 
and 


the 
nent 


from 
part 


ccur 


nges 
ema- 


nber 2 


graph courtesy of J. Roswell Gallagher, M.D.) 


ture development of normal physiologic processes— 
and only rarely are these changes caused by pathologic 
processes. 

Nervous Disorders. Nocturnal enuresis in children 
under 5 years of age, masturbation in the young child, 
variations in sleep requirements, head rolling and 
banging, and transient habit spasms are so common 
that they are probably additional examples of the in- 
nocuous imperfections mentioned above. 


Comment 


It is my intention neither to minimize the impor- 
tance of the variants described nor to suggest that the 
parent be kept ignorant of them. However, if the parent 


Figure 4. Each of these six boys was photographed when his chronologic age was 14 years 9 months. Their skeletal ages, however, were (left : 
to right) 13 years 2 months; 14 years 1 month; 14 years 9 months; 15 years 7 months; 15 years 11 months; and 17 years 3 months. ( Photo- 


would develop great anxiety because of the informa- 
tion, it would be wise to follow the old rule about some 
things being best left unsaid. If information is given 
to a parent, it is the physician’s duty to explain fully 
the innocuousness of the many normal anatomic and 
physiologic variations detected in the physical exami- 
nation of the child. As Gordon has stated, “*. . this task 
must be performed by the physician and not left to 
the nurse or public health worker.” 


The opinions or assertions contained in this article are the pri- 
vate ones of the writer and are not to be construed as official or re- 
flecting the views of the Navy Department or the Naval Service at 
large. 


A bibliography accompanying this article is available upon re- ‘ 
quest from the Editorial Office of GP. 


INCIDENCE OF SYSTEMIC ARTERIAL 
EMBOLIZATION IN MITRAL VALVE DISEASE 
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Incidence of Systemic Arterial 
Embolization in Mitral Valve Disease 


FROM THEIR EXPERIENCE with 247 consecutive cases in 
which operations were done for mitral valve disease, 
Janton and co-workers have learned that a history of 
systemic arterial embolization is unusual when there 
is a significant degree of mitral regurgitation. They 
suggest that the regurgitant stream prevents stagnation 
of blood and thrombus formation in the left atrium. 
(Circulation, 10:207, 1954.) 
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This is the third in a serves of the Illinois conferences on 
somatopsychic subjects to appear in GP. These papers are 
edited by Marc H. Hollender, m.p. The following participated 
in the present conference: Francis J. Gerty, Professor and Head 
of the Department of Psychiatry, Presiding; Robert Levine, 
Assistant Professor, Department of Psychiatry; Alfred P. 
Solomon, Clinical Associate Professor, Department of Psychiatry; 
Paul H. Holinger, Professor of Bronchoesophagology, 
Department of Otolaryngology; Richard E. Marcus, Associate 
Professor, Department of Otolaryngology; Burton J. Soboroff, 
Assistant Professor, Department of Otolaryngology; 

Irwin D. Horwitz, Clinical Assistant Professor, Department of 
Otolaryngology; Marc H. Hollender, Associate Professor, 
Department of Psychiatry; Joel S. Handler, Assistant Professor, 
Department of Psychiatry; Percival Bailey, Distinguished 
Professor, Department of Neurology and Neurological Surgery, 
Clinical Professor, Department of Psychiatry; Filmore Schiller, 
Clinical Assistant, Department of Otolaryngology; 

Beulah C. Bosselman, Clinical Associate Professor, 


Department of Psychiatry. 


The Patient with Carcinoma of the Larynx 


SOMATOPSYCHIC CONFERENCE OF THE UNIVERSITY 
OF ILLINOIS COLLEGE OF MEDICINE 


Dr. Levine: A 60-year-old locomotive engineer, hos- 
pitalized for a laryngectomy, was seen for evaluation 
as part of a pilot study on patients who undergo laryn- 
gectomy. He had come to the hospital in March, 1951, 
when he noticed a small swelling on the left side of his 
neck while shaving. After search for a primary lesion 
had failed to reveal one, the node was biopsied and 
striated muscle tissue was reported. The node, how- 
ever, enlarged and became progressively harder. Finally 
the patient developed spells of dizziness believed to be 
due to pressure on the carotid body by the node. Ex- 
cision of the node in April, 1952, was followed by a 
microscopic report of epidermoid carcinoma. Revisu- 
alization of the larynx at this time revealed a small area 
of thickening and ulceration on the left arytenoid, which 
when biopsied was found to consist of epidermoid car- 
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cinoma cells. The patient was scheduled for combined 
laryngectomy and left radical neck dissection. 

The patient probably speculated about the possibil- 
ity of malignancy when interest first was focused upon 
the node in his neck. A reflection of this is contained 
in his emphasis upon being told by the doctor that it 
was “nonmalignant.” The enlargement of the node in 
his neck was accompanied by uncomfortable sensa- 
tions in his throat—‘‘feeling something when he swal- 
lowed.” He thought of the lesion as capable of ex- 
tension and as serious enough to jeopardize his ability 
to function. 

His account of his “present illness” contains an ele- 
ment of suspense which comes to a climax with the 
conscious realization that he had a malignancy. He 
measured the gravity of his involvement by the length 
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of time which he was allowed to wait for various exami- 
nations and by the “rating” of the different doctors 
who were called to see him. If he waited a long time 
he felt that his case wasn’t an emergency. If he was 
seen by the head of a department he felt it was a rather 
grave matter. 

As often happens in the conventional clinic setup, 
he learned about his lesion through chance remarks. 
He heard about the site of the lesion in the larynx 
when an instructor told the students: ‘Anyone who 
can’t find the lesion doesn’t pass.” The prospect of 
malignancy first loomed up when a doctor, reading 
from the chart, said: ‘“Throat biopsy positive.” Plans 
for an operation were conveyed to him by a nurse who 
told him that he would be placed on the ENT ward 
after surgery. He first met open recognition of his 
problem in the ENT clinic when Dr. Schiller asked 
him if he knew ‘‘what it was.” The patient said, ‘I 
imagine it’s cancer,” and Dr. Schiller said, ‘Yes, it 
is.” He was told about the operation and about bucco- 
esophageal voice. 

At first, he expected a dent in his neck at the site 
through which he surmised the tumor would have to 
be removed. He did not anticipate the loss of vocal 
cords or of voice. He then wondered whether one 
would talk through the nose, somehow, postopera- 
tively, but learned that “you burp or something, and 
you breathe through a hole in the neck.” 

The patient attempted to “stall” the operation and 
insisted that all arrangements be tentative. He was met 
by an attitude of patient encouragement from Dr. 
Schiller and by a direct but kindly explanation of the 
need for operation by Dr. Lederer, who told the pa- 
tient: “I don’t sugar-coat things. I might if I were not 
going to operate. We have as good x-ray here as any- 
where, but you can’t send a squad against an army. 
You have to do it right. There is no guarantee against 
spread, but we have good hopes.” 

During this period of indecision the patient was 
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introduced to a man who had perfected an excellent 
esophageal voice following laryngectomy. The patient 
noticed cigarettes in the man’s shirt pocket and after- 
ward wondered how he managed to use them. The pa- 
tient’s first words to me, when we had found a place on 
the ward to talk, were: “I have cancer of the ‘larynix’— 
you know, the voice box. They’re gonna remove it to- 
morrow. I tried to stall it off . . . but every day means 
that it’s getting worse. You know, I won’t be able to 
talk, not normally anyhow.” 

The patient was the product of a marriage between 
a vigorous, alcoholic, somewhat irresponsible father 
and an ailing, religious, hard-working mother, who 
outlived her husband by 15 years. He was the second 
youngest of four children, three of whom were boys. 
He was impressed with his father’s physical strength 
but aware that the family had survived by dint of 
mother’s consistent hard work. Father, who believed 
that children should be seen and not heard, was con- 
stantly cited as free from physical defect. 

The patient was born on a farm in Iowa. His family 
moved to Aberdeen, South Dakota when he was 11. 
Here his father lost a large farm through drinking. 
The patient himself began to drink when he was 16 
and advanced to heavy drinking when he was 17. He 
left school in the eighth grade, did odd jobs for a while 
and spent seven lonely years with his brother ona ranch. 
Then after a few random jobs he started to work for a 
railroad. He held this connection for 32 years, five of 
which he spent in working his way up from fireman to 
engineer. He had difficulty because of drinking on the 
job, and he was fired and rehired repeatedly. 

He has always been nervous and states that he does 
not like too much responsibility. “Drink makes me the 
happiest person in the world.” He was constantly har- 
ried by the specter of a violent accident while he was 
on duty, with the ensuing inquests and trials at which 
he would have to testify. 

He has been married for 30 years, has a daughter, 
age 25, and a son, 22, with whom he feels a special 
kinship. He characterized his wife as a very “good” 
woman who had been more anxious to marry him than 
he her. He emphasized her steadfastness and optimism 
on the one hand, and her overly brisk, offensively effi- 
cient manner on the other. As he sees her, she tidies 
up his life, ruthlessly sweeping away all of his com- 
fortable, sloppy ways. ‘My wife has lots of sex appeal, 
but she is not sexy enough . . . I would have done 
better with a bum.” 

For 20 years of married life the patient has been 
“playing around” with other women. He cited as an 
advantage of railway work the “freedom from home” 
and presented a picture of himself on week ends (the 
only time which he can spend home), walled off from 


85 


ipate 
iatry; — 
0roff, 
ent of 
fessor, 
ser), 
aller, 
=| = 


his wife by newspapers. He felt that his wife’s inability 
to satisfy him sexually was due to his own excessive 
need and saw this as another aspect of a general resort 
to excess—in drinking, smoking, consumption of coffee 
and reading of newspapers. He spoke of all of these as 
ways he has found to alleviate restlessness. 

He is a iarge and grizzled man with an open, florid 
face. He considered illness as a moral and constitu- 
tional taint. There was an overlay of hearty bluffness, 
but it was plain that he wanted me to be somewhat 
tender with him, and that he enjoyed “being with the 
boys.” He spoke freely and quickly, with eagerness 
but without pressure. The rapidity did not interfere 
with an atmosphere of frankness and intimacy emanat- 
ing from him. At moments of heightened anxiety his 
eye twitched (when talking about the operation) and 
he stammered (while attempting to say “operating 
room” and while talking about loss of voice). He went 
into elaborate detail in his account. He attributed his 
decision to undergo the operation to an unwillingness 
to disappoint Dr. Schiller who had been so obliging 
and to a necessity to defer to his family’s wishes. He 
stressed Dr. Schiller’s expert use of “psychology.” He 
mentioned that when a doctor, after peering into his 
throat announced, ‘“That’s just the top of a large ul- 
cer,” he thought that his difficulty must be ulcer of the 
stomach, a consequence of too much hot coffee. 

While debating the advisability of operation he had 
thought to himself that either way, life would be short. 
If left to itself, the tumor would choke him soon. He 
commenced to drink again after a six-year lay-off, de- 
cided to let nature take its course, and thought of visit- 
ing Montana. Once he had decided in favor of opera- 
tion he took pride in the irrevocability of the plan, 
contrasting it with the apparent hesitancy of the doc- 
tors who had told him that even after he was in the 
hospital they would not make a final decision until a 
repeat check-up was completed. 

The patient felt that loss of voice plus the presence 
of a hole in the neck would be a “terrific handicap” 
and would make him lose his job, “I couldn’t holler 
loud—not in a regular voice.” He expressed the feeling 
that he would be a kind of freak, but when asked how 
he felt about being conspicuous he said that it wouldn’t 
bother him much. He said the voice didn’t bother him 
but having to spit out of the tube would make life 
miserable (he has chronic bronchitis). 

Never having been sick before also makes it more 
difficult to bear. Having a hole in the neck through 
which he must breathe makes him feel acutely vulner- 
able. It enforces vigilant cleanliness, is associated with 
a fear of choking, makes him feel less rugged and more 
“weak” and makes him ashamed. He expressed little 
open fear of the operation itself. He alluded to it as 
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tough but recalled quickly how prematurely active he 
had been following the earlier neck operation, He ex. 
pressed the most feeling and sounded saddest when 
speaking about the hole. 

Mention of voice was made in his first sentence but 
it was secondary in emphasis to the hole. In speaking 
of the painful task of learning to speak by “burping” 
and of the technical difficulties in learning to smoke, 
he had a “mirthful” attitude (self-depreciatory) in 
which he subtly invited my participation. “If the water 
got too high in the tub, I could drown.” He spoke of 
the group in which he would soon find himself (laryn- 
gectomized with esophageal voice) as ‘those people.” 

When asked how he felt about being told that he 
had a malignancy, the patient said he would rather 
know. He made other statements indicating an inabil- 


ity to tolerate mystery. “I was nervous, of course (after 
being told), but the hardest part was to think about 
the hole in the neck. If I could keep my nose and 
mouth (breathe with them) I wouldn’t mind the voice 
so much. I can read and write but the hole makes me 
feel like an invalid.” At one point, he had intended to 
say, “when your time is running out,” but instead said, 
“when your well runs dry.” 

He felt that the hardest part was making the de- 
cision. This done, he stopped thinking about things. 
A quality of nostalgic reflection, present during the en- 
tire interview, was most pronounced when he talked 
about his nose and mouth, the unrealistic possibility 
of using them for breathing or smoking and his desire 
to return to Montana for a last fling. 

There was an unmistakable “philosophical” tinge to 
many of his remarks. He said, “People on the outside 
are competitive, figure angles, and feel that they get 
raw deals. People in the hospital are sick with maybe 
just a short time to live but they are happy.” 
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He regretted his youthful inability to accept dog- 
matic religion: “I could never go much for mumbo- 
jumbo. I want facts.” He later found that science and 
religion are not violently opposed: “Have you ever 
read the Catholic Apologetics? There’s good, sound 
logic in there but they won’t give you that in the lower 
grades. They act like a bunch of lawyers who are de- 
fending a tough case well.” 

At the end of the interview he told me that he had 
expected to find the hospital unpleasant, but that he 


likes the people here, particularly Dr. Schiller. More 


of the depressive quality of his feelings was evident at 
this juncture. He said that he had forgotten to ask 
Dr. Schiller how the man he had seen in the clinic 
smokes. ‘“They are all carrying their packet of ciga- 
rettes up here (shirt pocket). They can’t use their 
mouth or nose but he does it.” (That is, smokes suc- 
cessfully). The patient smoked continuously through- 
out the interview. 

Dr. Gerty: How long ago did you see this man? 

Dr. Levine: It was in May when I first saw him— 
before the laryngectomy. The last time I saw him was 
yesterday (October 28, 1952). 

Dr. Gerty: This information was all obtained be- 
fore the laryngectomy ? 

Dr. Levine: Yes, in one interview. I got the feeling 
that he talked like a man using his voice for the last 
time. 

Dr. Gerty: Any other questions from the group 
before Dr. Levine poses his questions? 

Dr. Sotomon: Is there anything about his adjust- 
ment after the operation ? 

Dr. Levine: I. didn’t see him for the first week. 
Someone else, however, saw him every day. He had 
an initial reluctance and aversion to using the slate 
that he was given. Finally, Dr. Schiller who is quite 
responsive to this man’s feelings taught him the 
thumbs-up, thumbs-down gesture, which he then used 
to indicate his internal climate. If he was feeling good 
it would be thumbs-up, if he was feeling not so well 
it would be thumbs-down. 

He developed a fistula postoperatively and there 
was some infection in the incision. There was a tend- 
ency to slough around the edges so that he had a 
slightly stormy postoperative course—not really stormy 
but a somewhat complicated one. One other thing: he 
had to have a stomach tube and when milk was put 
into the tube he developed substernal pain and pro- 
fuse perspiration but when equivalent values of clear 
broth or water were put into the tube he didn’t de- 
velop this reaction. 

One of his adjustments postoperatively was to take 
care of another very sick patient who had a visible 
carcinoma of the face. He was very attentive to this 
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man. His initial mood was one of not exactly elation 
or euphoria, but it certainly was not one of depres- 
sion. It was one of activity, of doing things and having 
thumbs-up. 

When I first saw him, which was about eight days 
after the operation, he quickly turned away from me 
and busied himself as though he were trying to con- 
trol himself. Then he turned around, and seemed more 


composed and began to talk to me. He reported no 
dreams either prior to surgery or after.’When I first 
asked him about dreams, he said: ‘You mean like 
tigers chasing you and so on? No, Doctor, I don’t 
have any dreams like that.” 

I saw him again yesterday. It’s three weeks after 
his beginning lessons in esophageal speech. I was very 
much impressed with the way he has attacked a re- 
ality problem and mastered it. He speaks very well. 
He declined to use the pencil and paper except on 
one or two occasions. There were times when I couldn’t 
understand what he was saying. I asked him to repeat 
and he did so without much discomfort. One of the 
first things he said yesterday was: “It could have been 
worse. It could have been a carcinoma of the stomach.” 

He is having some difficulty sleeping. He has in- 
creased his reading considerably but not the intake of 
alcohol. I asked how he felt about the enforced neces- 
sity of being in his wife’s company more. He said that 
was all right. He goes out for walks and goes down- 
town sometimes. When I asked him how he felt about 
being helped he very quickly said he doesn’t need any 
help, that he can help himself. He plans to get a job 
in two or three months. Thumbs are still up. He has 
made a fine adjustment. 

Dr. Sotomon: How did he learn to talk, in a group 
or—? 

Dr. Levine: He goes downtown with two other men 
three times a week for an hour each time. Our first 
question is: There has been much emphasis on the 
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idea that laryngectomy causes emotional repercussions 
because it eliminates speech and threatens life. Are 
there other important considerations, namely: Are 
there repercussions because of the cosmetic defect and 
because of the relationship to breathing? 

Dr. Gerty: Some of the people in the room, espe- 
cially those from the Department of Otolaryngology, 
have had a good deal to do with these patients. What 
is your impression, Dr. Holinger? 

Dr. Hotncer: Before answering your question 
would like to say that I think what you are doing 
here is extremely interesting. Discussions such as 
these will be of great help to us since we are vitally 
interested in the adjustment problems of our laryn- 
gectomized patients. They have many problems; and 
yet from the surgical standpoint we must stress the 
importance to them of going through with the opera- 
tion despite the difficulties that it causes. One may 
see a laryngectomized patient and ask: ‘Why did he 
have to have a laryngectomy? Why couldn’t he have 
had some other form of therapy?” We must stress the 
fact that in these cases surgery is the procedure of 
choice, based on a large series of patients. 

The next thing is the problem of speech after op- 
eration. The greatest problems initially are in those 
patients who can neither write nor speak—the illiter- 
ate patients. There are other techniques of speech 
that they can use, as, for example, that developed with 
the artificial larynx. The patient who has an artificial 
larynx can learn to speak very rapidly and gets along 
very well. There is also a buzzer that can be used 
pressing it against the neck and the patients articulate 
with the buzzing sound for perfectly understandable 
speech. From our standpoint the problem of speech is 
no longer the great problem that it was a few years 
ago before we had speech classes for bucco-esophageal 
speech and these other means at our disposal. 

In answer to your question about the cosmetic de- 
fect caused by a hole in the throat: It is difficult to 
give a direct answer other than to say that some pa- 
tients handle that so well that one doesn’t know that 
they are laryngectomized patients. A man can wear a 
fairly high collar. We try to put the tracheostomy low 
enough so that a loose collar will cover it; then his wife 
cuts a little piece out of the shirt below his tie, his tie 
covering the opening, and he gets along perfectly well. 
Other patients don’t make this effort no matter how 
hard we try. I believe they use the defect as a mark of 
distinction and are proud of it, and walk around with 
a large tube and a lot of dressings showing. At any 
rate, some patients simply do not attempt in any way 
to cover the opening even though it is embarrassing 
to them. Habits of personal cleanliness are not im- 
planted at the time of the operation! 
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Another point which is important is that when the 
patient happens to cough he automatically covers his 
mouth instead of his tube. He may cough while in 
conversation with others and in that way be an an- 
noyance to people with whom he is talking. Yet if he 
wears a loose piece of gauze over the tube, both he 
and the person to whom he is talking are spared this 
embarrassment. We try to teach the patients this but 
they don’t always follow through. 

We have laryngectomized patients who go about 
their business—doctors, lawyers, judges and so forth, 
who wear a tie and who speak with an esophageal 
voice, and aside from the fact that they speak a little 
more slowly and have to hesitate between phrases, one 
would not know that they had a laryngectomy. 

As to breathing, these patients do have more fre- 
quent infections. With infections they do have pro- 
ductive coughs so that their breathing sometimes 
bothers them. It bothers them if they wear too tight 
a collar. However, they learn how to adjust wonder- 
fully. I think we might go on with some other points 
that Dr. Marcus might make. 

Dr. Marcus: It is interesting that this man talked 
about not being able to holler. At a time when you 
anticipate the removal of your voice you get down to 
fundamentals. One of the fundamental things that you 
use your voice for is to get yourself out of danger. 


The patient said very little about the social use of his 
voice. He didn’t mention his not being able to con- 
verse with other people which of course is a secondary 
use of the voice, that is, compared to the primary and 
primitive function of getting out of danger. With re- 
spect to the postoperative response, I would like to 
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know if there was any panic or feeling of catastrophe 
when the patient found that he did not have his voice 
available? 

Dr. Levine: I didn’t see him the first day but there 
wasn’t anything like that reported. When I did see him 
there were associated efforts in attempting to speak. 
He would whistle through his tube and make gross 
physical movements. Then, finally, he would go over 
to the slate and write something down. 

Dr. Marcus: The other item would be the long-term 

toperative course which would include relations 
within the family and the return either to his past occu- 
pation or to some new occupation and the evaluation 
of the change, if there is one. 

Dr. Levine: As far as the long-term aspect of this 
goes, I recently learned that there is a club in Cleve- 
land composed of 159 laryngectomized people, called 
“The Lost Chord Club.” This is a branch of the Ameri- 


can Cancer Society at Western Reserve University. 
They meet and have a scientific program in which 
lesions of the larynx and methods of speech re-educa- 
tion are discussed. A panel discussion, not a lecture, 
but a round table discussion on esophageal voice is 
part of their program. 

Dr. Houtncer: We have a “Lost Chord Club” here. 
They have even made some of us honorary members 
with a diploma and all badges of office! They meet once 
amonth at St. Luke’s Hospital, and they have a defi- 
nite program socially besides their actual courses and 
classes. This is a very excellent thing, not only for the 
patient but also for his family. The family realizes that 
there are others who have the same problem. 
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Dr. Gerty: I wonder if Dr. Marcus, Dr. Soboroff or 
Dr. Holinger would tell us what the preoperative 
preparation is for these patients and whether it in- 
cludes demonstrations or brief studies to find out 
something about the person who is going to have this 
operation. 

Dr. SosororF: Well, this aspect was particularly in- 
teresting in today’s presentation and it certainly re- 
vealed to those of us who are otolaryngologists that we 
are not getting as much information from our patients 
as you have obviously gotten from this patient. I won’t 
speak for the rest but I know that I, myself, am not 
obtaining this full a history beforehand. 

This discussion has brought out rather interestingly 
the misconceptions that patients form from things we 
say in the clinic in front of them—things that may be 
completely misunderstood and misinterpreted. One 
doctor mentioned an ulcer and the patient thought 
that he had a gastric ulcer and that it could be seen 
with a laryngeal mirror. Obviously, the problem had 
not been completely explained to him at that time. 


Whether or not that is the thing to do, and in how 
much detail it should be done, is something that cer- 
tainly hasn’t been clearly worked out for all patients. 

It would be preferable in the preoperative routine 
to have these patients see someone who does have a 
tracheostomy, who has managed quite well, who has 
a pretty good esophageal voice and who, through train- 
ing and through work with someone who teaches eso- 
phageal voice, has done well postoperatively. It would 
also be well to have the patient meet someone who does 
the teaching of the esophageal voice, because those 
who do teach it can start him out in his program of 
learning esophageal voice and that makes the teaching 
afterward much easier. 


89 


= - 
= 
J 


There are many difficulties in these patients with 
the teaching of esophageal voice. Some are unable to 
swallow well and “burp” back the voice, as it were, be- 
cause crudely speaking that is exactly what is done. 
Some who have trouble with the English language are 
difficult to teach. Many older individuals do not learn 
rapidly, and of course we see carcinoma of the larynx 
mostly in older individuals. We find that many younger 
individuals pick up esophageal voice quite well. The 
man who teaches this and the man who shares our 
office with us speaks so well with an esophageal voice 
that you would believe that he was just a little bit 
hoarse. There are many other individuals who can do 
that. But I was particularly interested here in the in- 
formation that Dr. Levine was able to obtain from this 
patient in very little time. This was so much more than 
we routinely get and it was information which might 
be very helpful in managing the patient afterward. How 
much we should speak to these patients in regard to 
the carcinoma, its possibilities, its course and so on is 
certainly a difficult problem. 

Dr. Horwitz: The only difficulty is that here in the 
clinic set-up, we talk too much to the students and 
not enough to the patients, and then the patient is 
farmed out to a resident (in this case, fortunately, a 
sympathetic resident), who takes care of the patient- 
doctor relationship. 

I think that there are two categories of patients. 
There are those with whom you can bully your way 
through. You say, “It’s either or,” and most of them 
then say, “‘O.K.” Then there are those who need to be 
coaxed along and want to know, “Why can’t I have 
another form of therapy?” or “Why can’t I wait?” 
With them you need to develop a much closer re- 
lationship. 

Dr. Levine: By the way, along with what you have 
been saying, this man told me outright that he was 
hoping that his stalling tactics would so infuriate the 
members of your department that they would get very 
tough with him and he then would have an excuse for 
shutting the door on the operation and walking away 
from it. But the door was always left open and his 
anxiety was accepted and gradually he came in. 

Dr. Houncer: I don’t know whether we otolaryn- 
gologists are doing too much talking in this conference 
of yours but I want to take exception to what Dr. 
Soboroff said. The question is whether or not to go 
into detail before the operation or whether merely to 
tell the patient enough to convince him his surgery is 
necessary, and what surgery will be done. It is not at 
all uncommon for the patient who is told what a laryn- 
gectomy is, to go ahead with the procedure and make a 
perfectly excellent postoperative adjustment. Yet that 
same patient if confronted by someone whom he doesn’t 
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know who speaks in a peculiar voice and who his an 
opening in his neck, may find this too much to face and 
say, “No Sir!” and refuse surgery! We ordinarily ex- 
plain the situation to the patient and then go aliead 
with the surgery. In some cases when we have asked a 
laryngectomized person to talk to a new patient we 
have found it more difficult to convince the patient to 
go ahead with the surgery. Much depends upon the 
basic intelligence of the patient. 

Dr. Houtenper: I think there is a compromise be- 
tween the two points of view expressed. When the 
patient is first told about his condition he should be 
given plenty of opportunity to express his anxieties so 
we can size up the situation and decide whether or not 
meeting a laryngectomized patient would help. I think, 
too, that in our discussion with laryngectomy patients 
preoperatively, there is a danger that we will assume 
that every patient has the same anxieties that many 
patients have. This may not be the case at all. Our 
studies thus far are rather limited but it seems apparent 
to us that these people have their own individual anxi- 
eties. We will have to individualize it at that level, 
bringing some together with laryngectomized patients 
and others not. 

Dr. Levine: It seems to me that another issue comes 
up here and that is: How far should it be left to a pa- 
tient to make his own decisions about very important 
things in his life? And: How much information should 
we have beforehand? Certainly it is up to the indi- 
vidual, at least in our culture. to decide whether or not 
he wants to undergo an operation which would result 
in the loss of his voice, or whether he would prefer to 
retain the lesion. That is a philosophical problem, but 
I just thought it should be mentioned. 

Dr. Horwitz: That is a very interesting point. You 
see, there are two methods of therapy. There is x-ray 
and surgery. X-ray is not one bit as good as surgery. 
Recently in a monograph on cancer of the head and 
neck, the author came out and said bluntly: “If the 
patient is given the choice, he will always choose x-ray.” 
It’s simply because they will have the voice-box left 
and thus they think they will have a normal voice. 
Many of the patients decide between almost certain 
death and almost certain life. A person given a free 
choice will almost always say : ‘No, I’ll keep my voice.” 

We followed one patient with Dr. Holinger who had 
a very superficial lesion and unfortunately was almost 
cured of his symptoms by the biopsy. For three years 
we tried to persuade him to get adequate therapy. 
Then we gave up. I don’t think the patient knows 
enough to make a choice, philosophically or otherwise. 
If our tenet as physicians is to preserve life, then we 
have to make the decision. 

Dr. Hanpter: To show a patient another patient 
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with a lesion really gives him a distorted image for the 
most part. I would think that one should reserve that 
for the person who really has to have a lot of facts be- 
fore he can make up his mind. The other situation 
where I think you might run into this difficulty is—I 
don’t know anything about it and would just like to 
ask the ENT people about it—people who use their 
voice professionally as their livelihood: radio announc- 
ers, singers and so on. I don’t know what their reaction 
is when they are faced with the problem of: Will the 
operation give me five more years of life in which I will 
not be able to resume my profession? Or will x-ray 
maybe give me one year of life during which time I can 
talk? People will ask you these questions. 

Dr. SopororF: That isn’t the real choice because 
following x-ray therapy the voice is usually not of 
quite the same quality that the singer had prior to 
this time. 

I didn’t mean to imply when I spoke earlier that 
routinely all the patients should see other laryngecto- 
mized patients. In institutions such as the Hines VA 
Hospital and Cook County Hospital many patients as 
they came on to the ward were rather more comfort- 
able seeing others who had the same thing done to 
them. They were not quite so frightened by this image 
of others, their lack of voice and the appearance of the 
tracheostomy tube. They see these patients up and 
about, people who managed to carry through the surgi- 
cal procedure quite well. They find out that they are 
getting along well with their tracheostomy tube and 
they see how they are beginning to learn to use eso- 
phageal voice, too. Much of this they see before they 
go to surgery themselves. It may not necessarily be a 
good thing. To me it’s just as speaking to the patient 
rather frankly and describing everything in detail often 
isn’t too good. One must individualize. One must get 
some appreciation of the patient, his background, his 
temperament and so on, as all of you know so well. 
But certainly I have found in many instances, in cases 
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in these institutions, that they manage quite well in this 
group situation where they do see these things and do 
have a full appreciation of what to expect afterward. 

Dr. Baney: This problem of how much to tell a 
patient is of course a difficult one in the whole field of 
medicine. In this particular instance, I think there 
would be little doubt as to what you ought to tell a 
patient if he had an early carcinoma of the larynx with- 
out metastases. But in the present instance where you 
had metastases in the neck and you were quite sure 
that you were not going to get a permanent cure, what 
attitude would you take to the patient? Would you try 
to give him a prognosis as to the percentage of likeli- 
hood that he is going to be cured, or tell him that you 
are doing this although you know that he is not going 
to be cured ? I would like to know how the otolaryngolo- 
gists react to this present situation in that regard. 

Dr. Houincer: I think there are many ways to re- 
act to it. We feel that a patient who has an early lesion 
should have the surgery explained to him and, if he 
accepts it, go right ahead with it. If he doesn’t accept 
it, I think he should know that he has a cancer, and 
if he himself refuses operation he does so with full 
knowledge of the diagnosis and its implications. He 
must know what he has to face. 

In a patient who has a lesion like this man’s, which 
has metastasized to the neck, the prognosis isn’t quite 
as bad as it was a few years ago, and the possibility of 
cure or salvage is between 25 and 50 per cent. We know 
that without surgery his prognosis is less than 5 per 
cent, so that we have a very strong talking point not 
only to him, but in our own convictions, to convince 
him that he should go ahead with this procedure. 

I think that provides the basis for our discussion: 
not to tell him that his prognosis is 25 or 35 or 50 per 
cent but to hold out a reasonable hope for him and 
indicate to him that this is the procedure that should 
be done and that he has a good likelihood of coming 
through pretty well. 

I want to go back to your remarks before. I never 
would laryngectomize a patient without first telling him 
fully about his speech and about his problem of an 
opening in the neck. Again, as to the question of 
whether or not a laryngectomized patient should talk 
to the patient preoperatively, we find that if the pa- 
tient refuses surgery, then one of the things that we 
can do to convince him is to have a laryngectomized 
patient who understands this problem talk to him. We 
have a number of such patients who can come and talk 
to a patient. The people who serve this purpose are 
very, very helpful. 

Dr. Levine: I was impressed with that in this spe- 
cial instance. I think this patient was very much re- 
assured just by seeing the cigarettes in the pocket of 
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the man with the esophageal voice. It implied that he 
too could resort to familiar enjoyments and could carry 
on “as usual” after the operation. 

Dr. Houtncer: They smoke, of course, without in- 
halation, although some bring the cigarette right up 
to the tracheostomy tube and smoke that way. 

Dr. Gerty: We don’t want to make another depart- 
ment work too hard in our meetings but in psychiatry 
I don’t think most of us have had much experience 
with laryngectomized patients. 

What is your impression of the mental morbidity as 
you would view it in rough terms in laryngectomized 
patients? Is there evidence of a good deal of major de- 
pression, suicide attempts, bad family disruptions or 
anything of that sort that you have come across in 
your rather large experience? 

Dr. Howenper: I think there was a suicide of a 
laryngectomized patient just recently, wasn’t there? 

Dr. Houincer: Yes. It’s relatively rare though, and 
the major depressions are also relatively rare. The in- 
teresting thing we find so often is that the patient is 
very depressed for a week or two after the operation 
and from then on he is almost euphoric. Once some 
of these people get their artificial larynx or learn to 
speak with a bucco-esophageal voice, they can’t be 
turned off. 

I think the family part of the situation is so impor- 
tant—that the family works with the patient. The re- 
action is often: “Oh, my goodness, I won’t change his 
tube.” Of course, the patient then has to try to take 
care of things in his own way. If you can get the nurses 
to train the wife to take care of the tube and not be 
afraid of it, it’s a big step. 

Dr. Gerty: We have been talking about you, Dr. 
Schiller. Do you have some comments to make on this 
patient or on the problem in general? 

Dr. Scuiter: Our approach to the problem of lar- 


yngectomy as it has been encouraged by our atten«ling 
staff is to treat a patient with a laryngeal carcinoma 
rather than to treat a laryngeal carcinoma. Of course, 
we have to utilize empathy and realize what the pa- 
tient is going through and how he faces the shocking 
contemplation of losing his voice. Surely, if the patient 
does suspect he has a carcinoma, we have to handle 
that ticklish problem rather carefully. If the patient 
feels that he does have a carcinoma as this man did, 
and asks if it’s cancer, we will say, “Yes it is,” and 
not face the problem with fear but go on to tell him 
that fortunately we can help, and that in his instance 
there is a good chance of curing his condition with an 
operation. In that way a more hopeful outlook can be 
offered him. 

Dr. BossetMaN: Does this condition occur almost 
exclusively in men? I notice that you haven’t men- 
tioned women. 

Dr. Houtncer: Well, the incidence of cancer of the 
larynx in men over women is approximately ten to one. 

Dr. Hottenper: I would like to continue the dis- 
cussion of the postoperative reactions to this operation. 
It doesn’t seem that the incidence of suicide is very 
high in laryngectomized patients from what I have 
gathered. Secondly, I think that if you get a depression 
in the first postoperative week you are getting a much 
more appropriate type of response than if you get any- 
thing else, because it is as appropriate to become de- 
pressed after an operation of this sort as it is to become 
depressed after one loses a close relative. It is in the 
general group of the mourning reactions. 

I would just like to mention very briefly by contrast 
to this man another laryngectomized patient whom | 
saw about a week ago and who had not been informed 
that he had a cancer. It so happened that when he was 
operated on, another man was in the ward whom this 
patient knew was laryngectomized for a cancer. It was 
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amazing to see the amount of energy that this patient 
spent in denying the fact that he had a cancer. I think 
one of the things he came away with was the idea that 
since the doctors didn’t tell him, the prognosis must 
be terrible—that is, that they were too afraid to even 
talk about it with him. Throughout his interview with 
me he would come to the point of just about saying 
that he thought he had a malignancy. In fact, when I 
asked him directly at one point whether he thought 
so, he said yes, and then contradicted himself. His 
wife told me that he has asked her, and that he really 
knows and yet he acts like he doesn’t know. He spends 
a huge amount of energy in the process of denial. 
You get the feeling of a man who is constantly running 
away from himself. I think that this may be a factor in 
this man’s inability to stick to speech lessons and to 
learn to use esophageal voice. 

Dr. Bamtey: In what sort of cases do the psychiatrists 
think that they can handle the preoperative anxiety 
better than the laryngologists? 

Dr. Hottenper: I think, actually, the laryngologists 
can do a better job of it in 99 per cent of the cases be- 
cause there is a different type of relationship that the 
patient has with the man who is actually going to do 
the surgery and is going to be in charge of the total 
care. I very strongly feel that it should be the otolaryn- 
gologist who has the primary relationship with the pa- 
tient, and that if the psychiatrist appears at all on the 
scene it should be only as an advisor to the man who 
is actually working with the patient. The psychiatrist 
should be in the background as much as possible, un- 
less, of course, it is an acutely disturbed man who needs 
both the psychiatrist and the otolaryngologist. 

Dr. BossEtMAN: Don’t you think it might be of some 
help if the psychiatrist were to estimate with the oto- 
laryngologist the relative value of the afflicted organ to 
the patient ? I should think patients would differ a great 
deal in their evaluation of, for example, their voice. 
This patient did not value it very highly. He was more 
afraid of a lesion of the stomach, and he expressed a 
feeling of relief when he was told that he had a cancer 
of the larynx rather than a cancer of the stomach. He 
was apparently not a man who liked to talk. He would 
shut himself off with newspapers. I think that if the 


psychiatrist were called in for consultation, the value 
of the particular organ to the patient would be one 
thing that he could help to determine. 

Dr. Hottenver: Dr. Horwitz called to my attention 
over in the clinic the fact that many of these people 
wear tracheostomy tubes long after they need them. 
He showed me one man, for example, who had an op- 
ening that I don’t think anything could have closed. 
Yet he still wore his tracheostomy tube on the day of 
this very visit to the clinic and always at night. 

I think there are some very basic fears in connection 
with smothering. I might mention along that line that 
when they were carrying out some experiments at Edge- 
wood Arsenal, as reported by Abramson, the allergist, 
they could get a lot of volunteers to take very light in- 
nocuous doses of gas on the arms, but when they tried 
to get volunteers to take it by inhalation they had a 
most difficult time getting anyone, even though they 
guaranteed that it was absolutely safe. Something akin 
to that, I think, might exist in these people because of 
the new opening and their fears of smothering. 

Dr. Levine: I think this came out in this patient be- 
cause a lot of his complaints had to do with the inabil- 
ity to breathe naturally, via the nose and mouth. 

Dr. Gerry: In closing this session I must express my 
admiration for the way the otolaryngologists have han- 
dled the problem of the patient-doctor relationships to 
the benefit of the patient. It may have been done intui- 
tively to a large measure but certainly it has been done 
very well. I think Dr. Levine was wise in avoiding go- 
ing into any psychodynamics or getting at any depth 
with this case in the usual psychiatric manner. How- 
ever, I do think he did bring out certain points that 
have been recognized by some of the otolaryngologists 
present, that is, that many facts which had escaped 
their attention did come out in the course of this kind 
of interview. I note Dr. Hollender’s estimate that 99 
per cent of the preoperative preparation and patient- 
physician relationship should be in the hands of the 
surgeon, the otolaryngologist, who does this work. I 
find myself in deep agreement with that. 


The foregoing material was recorded by the Illinois Psycho- 
pathic Institute. 


‘“Backache”’ 


Injury to the deep muscles or connective tissue of the low 
back causes a protective muscular spasm that immobilizes 
the back and in itself produces pain in a number of ways. 
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Effective treatment of injuries to the low back consists of 
support for the injured area while it heals, relief of pain, 
promotion of healing, and maintenance of mobility of the 
uninjured areas.—Freperic J. Korrxe, M.D., /.A.M.A., 
156:808, 1954. 
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Figure 2. Symmetric clubbing 
in a patient with cirrhosis. 


Figure 1. Involvement of the distal phalanx. Note thickened, ridged 
and convex nail. Obliteration of the angle at the cuticle. The skin 
at the base is stretched and glistening. 


Clubbing 


BY ROBERT J. GILSTON, M.D. 


IN SIMPLE CLUBBING, there is proliferation of the tissues 
of the distal phalanges of the fingers and/or toes. How 
this distorts the appearance of the finger tip depends 
on anatomic peculiarities of the particular digit, or the 
rapidity and degree of the change. 

Early the nail base is elevated by thickening of the 
bed, and one can rock the base from side to side. The 
angle between the surface of the nail, and the fold of 
flesh at its root is lost. Seen from the side, flesh and 
proximal nail blend imperceptibly at the cuticle, 
paralleling the bone beneath. 

Other early changes are periungual erythema, 
thickening and ridging of the nail in its long axis, and 
convexity in both axes (Figure 1). Pain is rare. 

The advanced stage of clubbing, hypertrophic osteo- 
arthropathy, was discussed by Katz in GP for August, 
1954. 

The same fingers of each hand are usually involved 
(symmetric), but exceptionally the deformity is uni- 
lateral or unidigital (Figure 2). 

Clubbing—especially clubbing of recent onset— 
should be considered a sign; it may be the first sign of 
serious disease. This association has particular im- 
portance in bacterial endocarditis and intrathoracic 
neoplasms because the sign often develops early, the 
disease is treatable, and early treatment is the only 
hope of cure. 

Other significant conditions with which clubbing 
may occur include congenital cyanotic heart disease, 
vascular abnormalities, chronic suppurative lung dis- 
ease, chronic liver disease and chronic diarrheal states. 
These are some of the disorders to be considered in 
the patient with clubbed fingers and/or toes. 

To evaluate this simple sign is a fascinating business; 
to ignore it may be a deadly business. 
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More time and money should be devoted to teaching people 

about cancer—less to providing services for far-advanced cases. 
An effective educational program can be organized at the county 
level. Scare-slogans should be scrapped. Emphasis should be given 
to the good prospects for effective control of cancer 

when it is detected early. In all this the practicing physician 

has a vital part to play. 


Lay Cancer Education 


BY FRANK L. RECTOR, M.D. 


Evanston, Illinois 


Procress in lay cancer education has been marked by 
varying degrees of success, but in all communities 
much work remains to be done if more than a small 
majority of the population is to be motivated to any 
appreciable degree of self-protection. After 18 years of 
public cancer education, surveys show that only slightly 
over 50 per cent of the population know any cancer facts 
that would help them to protect themselves against a fa- 
tal experience with the disease. While many individuals 
have profited from cancer education, it has failed to 
make a notable impression on the population as a whole. 
The cancer mortality and death rate are mounting 
year by year. Among the reasons for this increase the 
following are usually cited: (1) Cancer is found more 
often in older age groups and, as the population is rap- 
idly becoming an older population, more cancer deaths 
can be expected. (2) Improved diagnostic methods are 
identifying more abnormal conditions as cancer. 
Without belittling these reasons, there is another 
and more important reason—failure to extend and in- 
tensify the lay education program with major emphasis 
on early diagnosis and treatment. Lay education is one 
of the most promising media for bringing about a favor- 
able downward trend in cancer morbidity and mortality. 
The menace of cancer is universal; control of the 
disease is personal and individual. It is not conta- 
gious nor can it be controlled by vaccination or immu- 
nization as have been many diseases formerly posing 
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serious threats to the well-being of the community. 

Fallacies regarding the nature, cause and treatment 
of cancer have raised problems not encountered in 
other phases of health education. In education of the 
public, fallacies of contagiousness, social stigma and 
incurability have been the most difficult to overcome. 
Fear is another obstacle to cancer education. Many 
times the writer has been told: “I would not listen to 
a talk on cancer; if I did, I would be sure to get it.” 
Before much headway can be made, it is necessary to 
replace these fears with factual and hopeful informa- 
tion. Fear thrives on mystery, and mystery has its roots 
deep in ignorance. When knowledge replaces igno- 
rance, fear vanishes. 


Information for Laymen 


The amount of information that can be put to prac- 
tical use by the average layman can be summarized 
about as follows: (1) He should understand that can- 
cer is an abnormal growth of his own tissues. (2) It is 
neither contagious, hereditary nor a social disgrace. 
(3) It is curable in most cases when found early and 
treated properly. (4) It becomes incurable when neg- 
lected. (5) Surgery and irradiation by x-ray and radi- 
um are the only accepted methods of treatment. (6) 
Treatment by chemicals and irradiated substances is 
still in the experimental stage. (7) Advertised “cures” 
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are of no value and may be dangerous, and there is no 
blood or similar test for the disease. (8) The best pro- 
tection against a fatal experience with the disease is the 
periodic medical examination by his own physician 
even though he may have no signs of illness at the time. 
(9) The control of cancer depends on what he and his 
physician do and when they do it. 

The patient should be familiar with the early signs 
of cancer and, when noted in himself, should promptly 
seek medical attention. Details of diagnosis and treat- 
ment are matters for scientific opinion and decision. 
The patient has done his part when placing himself in 
the hands of the physician of his choice and cooperat- 
ing fully in the further handling of his case. 

To be effective, lay cancer education must be inten- 
sive and oft repeated. Few persons can grasp the full 
import of the relation of cancer education to self-pro- 
tection by one ‘“‘exposure” to the problem. Some have 
thought otherwise, as the following incident will illus- 
trate: A few years ago I addressed a woman’s club. 
Two years later when it was suggested that the same 
club hear another talk on cancer, the program chair- 
man said: ‘Two years ago our club had a talk on can- 
cer. Our members know all about it. Why have an- 
other talk on the same subiect?” 

There have been criticisms of the lay education pro- 
gram in general as increasing public fears and the num- 
ber of those suffering from cancerphobia. It is doubtful 
if a constructive education program stressing the hope- 
ful aspect of the attack on cancer has increased the 
number of introspective individuals who are emotion- 
ally disturbed by any discussion of health problems 
and who always imagine themselves the victims of the 
latest disease they hear about. An intelligent and in- 
formed person’s interest in self-protection is no indi- 
cation of cancerphobia; rather the reverse. 

On the other hand, it is essential that organizations 
providing cancer education materials and individuals 
interpreting these materials to the public always should 
stress the hopeful aspects of the cancer problem. At 
times, some of these materials, especially some of the 
slogans and catch phrases used in cancer fund-raising 
campaigns, have aroused the fears and increased the 
tensions under which some persons view the subject 
and their relation to it. While these fear-rousing state- 
ments may be statistically unquestionable, they serve no 
constructive educational purpose. Instead, they mag- 
nify the seriousness of the problem rather than provide 
hopeful information and comfort to the public. 


Effective Educational Techniques 


More stress should be placed on the favorable re- 
sults obtained through education and improvements 


96 


in diagnosis, treatment and care of cancer patieiits, 
Instead of emphasizing the gloomy estimates of the 
increasing number of cancer deaths to be expected in 
the next ten to 20 years, it would be much more 
helpful and hopeful to stress the high percentage of 
cures obtained when patients take advantage of proved 
methods of diagnosis and treatment. There is a great 
psychologic difference between such statements as “one 
in five will have cancer” and “cancer strikes in every 
second family,” and that ‘the majority of cancers can 
be cured if advantage is taken of existing knowledge 
about the control of this disease.” The first two state- 
ments increase fear and worry and offer no hope. The 
third offers hope, and when accompanied by instruc- 
tions to the layman as to what his contribution must 
be to accomplish this end, a spirit of optimism and a 
desire to cooperate are definitely aroused. 

One criticism of the lay education program is its 
great emphasis on such slogans as the first two quoted 
above, and others of a similar nature, during the fund- 
raising period, with a slackening of the program dur- 
ing the rest of the year. It would be productive of much 
more permanent good for a continuous and optimistic 
education program to be carried on for 11 months 
with the 12th month devoted to fund raising, using 
as the best argument for continued financial support 
a detailed statement of the educational and other bene- 
ficial accomplishments of the past year. 

The lay educational program deserves much more 
publicity than it has, in general, received. Much pub- 
licity is given to service and research programs but 
very little to the quality or quantity of lay education 
and its measurable results and benefits. 

One of the most ineffective approaches to lay cancer 
education and control is through the elaborate and 
costly program of service to cancer patients, many of 
whom are in an incurable stage of their disease. A 
hundredfold increase in the present service program 
would add little to decreasing the number of such pa- 
tients and the death rate from the disease. To publi- 
cize the types and extent of such services rendered in 
a community only emphasizes the negative and often 
hopeless aspects of the entire cancer control program. 
Granted that many persons are emotionally stimulated 
to subscribe generously to cancer fund-raising cam- 
paigns because of the humanitarian appeal a service 
program offers, much of the money so used fails to 
affect favorably the downward trend in cancer inci- 
dence and mortality. It is a good example of locking 
the stable door after the horse is stolen. 

For the most constructive headway in the control of 
cancer, lay education should have financial support 
far in excess of that devoted to service to cancer pa- 
tients. Unfortunately, only a small percentage of the 
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funds of the privately financed cancer organizations is 
devoted to lay education. The combined financial re- 
ports of the American Cancer Society and its state 
divisions show only 17 per cent of their annual budget 
allocated to lay education and 26 per cent to their 
service program. Of the 17 per cent devoted to lay 
education, 7 per cent is allocated to salaries and 1 per 
cent to other overhead, leaving but 9 per cent, or less 
than one-tenth of their total funds, for direct application 
to the lay education program. With similar deductions 
for salaries and overhead, the direct allocation for the 
service program amounts to 20 per cent of the budget, 
an amount more than double that devoted to lay edu- 
cation, the master key to cancer control. 

Serious consideration should be given to making 
lay cancer education more effective. There are count- 
less opportunities in every community to reach organ- 
zed groups with an educational program. It is the 
rare individual who does not belong to some organized 
group that meets more or less frequently. Excluding 
most large population centers, the county is the cus- 
tomary unit of political and community life. Within 
each county are many organizations for religious, edu- 
cational, cultural and other purposes, many of whose 
meetings are open to speakers on subjects devoted to 
the common good. Most of these organizations wel- 
come health talks when sponsored by reliable groups. 
Cancer can be made an attractive part of the health 
education program in all high schools. The unit or- 
ganization of the American Cancer Society is primarily 
on the county level which offers an ideal opportunity 
for interesting all organizations within the county in 
the cancer education program. 


A County Program 


An excellent lay educational program on a county- 
wide basis has been conducted for several years in 
Genesee County, Michigan, in which Flint, a city of 
more than 150,000 population, is the county seat. In 
this county, the County School Commissioner, Flint 
public and parochial school systems, health depart- 
ment, county medical society and the county unit of 
the American Cancer Society have made a cooperative 
effort to reach annually all organized groups in the 
county with helpful cancer information. As one result, 
the physicians in that county report that 900 to 1,200 
cancer detection examinations are nade monthly in 
their offices during regular office hours. The medical 
society also sponsors an annual “Cancer Day” pro- 
gram for the physicians of their area which draws an 
attendance of about 300. The programs are furnished 
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by nationally and internationally known scientists in 
the cancer field. What Genesee County has done in 
lay and professional cancer education other similar 
groups can do within the limits of their resources if 
and when the willingness and desire to do so exist. 

Cancer education cannot be measured by the num- 
ber of movies produced or pieces of literature dis- 
tributed in a given area in a given time. The impact 
of these media can be measured, in a sense, by de- 
termining the number of persons motivated to seek 
self-protection because of the local program. This can 
best be determined by reports from physicians as to 
any increase in the number of patients who have asked 
questions about the disease and have requested exam- 
inations for cancer detection purposes. 


The Doctor's Role 


The medical profession, especially the family phy- 
sician, has a distinct role to play in the lay cancer 
education program. Its members can speak with au- 
thority about the nature, causes, treatment and pre- 
vention of the disease. As no layman has a similar edu- 
cational background, it becomes the privilege and duty 
of the physician to instruct his patients and the public 
about this problem. By doing his part, the physician 
intensifies the respect of the public for his profession 
and sets at rest the minds of his patients who come to 
him for help in understanding the cancer problem and 
their relation to it. When physicians do not exercise 
their duty and privilege in this regard—and some- 
times they do not—they cast reflections on the entire 
medical profession as not being interested to bring 
about a greater measure of control of the disease with 
a consequent reduction in morbidity and mortality. 

Some physicians hesitate to take an active part in 
their local cancer educational program because of fear 
of criticism by their colleagues for ‘seeking publicity.” 
This is an unfortunate situation, for such critics are 
denying to their communities a service that may be 
rightly expected from their own physicians. It is a dog- 
in-the-manger attitude that discredits not only the crit- 
ics themselves but all other physicians as well. It opens 
the way for the irregular cultists and quacks to sup- 
ply the community needs, with the well-known result 
of a lowering of the physician in the estimation of the 
public. Until the discovery of the cause or causes and a 
specific cure comes from the extensive research pro- 
gram, education, especially lay education, will remain 
the bulwark of cancer control. In this program, the 
medical and related professions have a responsible and 
determining role to play. 
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and development 
in athyroid 
children. 
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and development 
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Practical Therapeutics. 


Thyroid Deficiency in Infants and Children 


BY DONALD E. PICKERING, M.D. AND LEE B. LUSTED, M.D. 


Pediatric Endocrine and Metabolic Laboratory of the Department of Pediatrics, and Department of Radiology 
University of California Medical Center, San Francisco 


CHARACTERISTICS OF THYROID physiology which should 
aid the physician in making the earliest possible diag- 
nosis and give him a rational basis for therapy of the 
hypothyroid child are presented in this communication. 

Deficiency of thyroid in infancy leads to dwarfing, 
retarded development and other characteristic abnor- 
malities. Thyroid lack is not manifest at birth in the 
athyroid infant because there is constant diffusion of 
thyroid hormone across the placenta, insuring an ade- 
quate supply equal to maternal levels during intrauter- 
ine existence. A series of physical and biochemical 
eflects of thyroid lack begin to be apparent within two 
to three weeks following birth in the congenitally 
athyroid infant. Their recognition and the prompt 
institution of therapy is of particular importance be- 
cause the most critical phase in the extrauterine de- 
velopment of the nervous system is in earliest infancy. 
Unrecognized or untreated thyroid deficiency during 
that period permits severe, seemingly irreversible de- 
velopmental limitations. 


Signs of Thyroid Privation: Clinical 


With an important few exceptions, clinical signs of 
thyroid deficiency in early infancy vary only in degree 
and severity from those seen in older infants and 
children with acquired hypothyroidism or in hypo- 
thyroid children in whom therapy has been discon- 
tinued. 


Striking respiratory distress, including episodes of 
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frank cyanosis, is often a major sign of thyroid de- 
ficiency in early infancy. This respiratory distress, the 
early appearance of macroglossia, and associated myx- 
edematous changes often lead to inadvertent investi- 
gation for possible thymic enlargement or for congeni- 
tal cardiorespiratory anomalies. Associated findings 
in these infants include progressive difficulty in ability 
to swallow and disinterest in food. 

Dwarfing and persistence of infantile proportions 
and postural attitude are apparent only as normal 
growth fails to occur. If they are manifest in the con- 
genitally athyroid infant. the most critical period for 
therapy has probably passed. A sluggish, immature 
neuromuscular system and little progress in motor or 
psychologic achievement are common signs. 

Other signs are variable in intensity and not too un- 
like those seen in older children. These include hy- 
pothermia, diminished circulation, slowed pulse, de- 
creased pulse pressure, diminished sweating, retarded 
dental development, persisting open fontanelles, dry 
thickened skin and coarse dry hair. 

A high degree of suspicion for thyroid disorder re- 
mains the most important factor in diagnosis of any 
case. It is to be emphasized that eradication of any or 
all physical signs cannot be accepted as evidence for 
adequate therapy. Excluding dwarfism and mental re- 
tardation, an undertreated hypothyroid infant or child, 
in the presence of reversal of superficial signs of the 
disorder, might have persisting deficiency in nervous 
and skeletal tissues. 


99 


g 
h 
it 
h : 
it 
d 
l. 
| 


~ 


Per cent 1'3! Uptake by Thyroid 


TEST SCHEDULE 
(A) 24 hr. 1'3! uptake study (days 1 and 2) 
(B) 48 hr. 4 doses TSH Armour (days 3 and 4) 


(C) Repeot 24 hr.1'3! uptake (days 4 and 5) 
TSH dosage (g. 12 hr. x 4) 


Signs of Thyroid Privation: Biochemical 


Among the biochemical signs that might best serve 
in identifying effects of thyroid privation (or therapy), 
we should like first to consider those that deal with 
the direct measurement of thyroid gland function and 
estimation of circulating hormone. 

The use of I'*' in tracer quantities may serve to 
measure the uptake and binding capacity of the thy- 
roid gland for extrathyroid inorganic iodine. The 
ability of the gland to incorporate iodide into hor- 
mone and effect its release to the circulation can be 
measured as the rate of dissipation of I'*' from the 
gland. 

Unfortunately, the normal 24-hour uptake of I'* by 
the thyroid gland is quite variable in the pediatric age 
group (15 to 30 per cent uptake in 24 hours). More- 
over, uptake of I'*' in goitrous cretins, in cretins with- 
out goiters, and in the hypopituitary hypothyroid 
child may be as great as or greater than that commonly 
found in normal children. This valuable test cannot be 
discarded nor can it stand alone for diagnosis. 

In a dwarfed child with retarded skeletal matura- 
tion and few other signs of hypothyroidism, the diag- 
nosis of hypopituitary hypothyroidism must be con- 
sidered. The ability of the thyroid to respond to thy- 
roid stimulating hormone (TSH) is a useful guide in 
this diagnosis. 
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Figure 1. Effect of TSH on 24-hour I™ uptake by thyroid. (Illus- 
tration courtesy of Pickering, D. E., and Miller, E. R.: Am. J. 
Dis. Child., 85:1, 1953.) 


Administration of TSH to a pituitary-deficient hy- 
pothyroid child produces a more profound stimulus to 
iodine binding than would be found in the normal 
gland. This effect is detected by observing the dif- 
ference in thyroid uptake of I'*', before and following 
TSH (Figure 1). 

Determination of the protein bound iodine (PBI) is 
a practical and direct measure of hormone released by 
the thyroid gland. Methods depending upon extrac- 
tion of serum bound iodine with butyl alcohol are most 
reliable (BEI). Levels below the normal range (4.5 to 
8.5 ug. per 100 cc.), in the presence of clinical signs, 
are pathognomonic of hypothyroidism. Any well-run 
determination is of value (particularly in series) un- 
less the patient has received an iodinated contrast 
medium such as Neo-Iopax or Diodrast. 

Secondary biochemical manifestations of thyroid 
privation or of thyroid therapy are related to catalytic 
effect on tissue respiratory enzymes or their secondary 
effect(s) on other metabolic systems. Measurement of 
the basal metabolic rate, which offers direct evidence 
of the level of tissue respiration, is of little use in the 
pediatric age group because of inherent technical dif- 
ficulties. Elevation of serum cholesterol is not com- 
monly observed in even the profoundly hypothyroid 
infant, whereas it is a common observation in the 
older hypothyroid child. Inability of hypothyroid sub- 
jects properly to metabolize carotene leads to the fa- 
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miliar yellow tint of the skin and to high serum caro- 
tene values. Other manifestations include a low serum 
alkaline phosphatase and, in addition, a creatinuria 
during the early phases of therapy. 


Signs of Thyroid Privation: Skeletal 


Diagnosis and therapy of hypothyroidism is greatly 
aided by properly conducted roentgen evaluation. Ef- 
fects of thyroid therapy on the skeletal system are 
cumulative and, during periods of adequate thyroid 
supply, normal bone growth and maturation occurs. 

Roentgen evaluation of the hand and wrist with its 
large number of epiphyseal centers may be used as an 
important indicator of the bone age (by comparison 
with documented standards of the normal hand and 
wrist). Moreover, long bone growth can be studied by 
measurement of metacarpal length (Figure 2). Further 
initial study of the skeletal system should include a 
film of the pelvis. This provides another indication of 
growth and permits the survey of other centers of ossi- 
fication which are important in estimating skeletal de- 
velopment. Moreover, examination of the pelvis may 
reveal capital femoral epiphyseal dysgenesis which is 
often seen in untreated or undertreated older hypo- 
thyroid children, but which regresses under optimal 
therapy (Figure 3). 


Figure 2. (at right). Roentgenograms of hand; male, age 14 years. 
A. Before treatment; bone age 9 years. B, C and D. After 46 months 
(D) optimal thyroxine therapy. Note increase in bone age indicated 
by appearance of carpals and length of metacarpals. 


Figure 3. (below). Roentgenograms of pelvis; male, age 14 years. 
A. Pelvis before treatment. Note flattened capital femoral epiphyses. 
B. Pelvis after 15 months of optimal thyroxine therapy. Note normal 
appearance of capital femoral epiphyses. 
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Figure 4. Jodinated compounds of thyroid arranged in the prob- 
able order of biologic synthesis. 


Roentgen study of undertreated children will reveal 
persistence of retarded maturation and growth. Re- 
peat films of the hand and wrist are the best indicators 
of desired skeletal effects. In children under 5 years, 
repeat films should be taken at least at six-month in- 
tervals during the first one to two years of therapy. 
More widely spaced intervals suffice thereafter. 


Thyroid Hormone: Distribution and Use 


Commercially available desiccated thyroid, in ad- 
dition to a variable protein content, represents a mix- 
ture of the substances identified in Figure 4. Through 
long-term investigation of many homologues and iso- 
mers, l-thyroxine (Elthrin, S.K.F.) is considered to 
represent the major vehicle of function of the thyroid 
gland, i.e., in its ability to catalyze tissue respiration 
and effect a growth stimulus. In the thyroid gland, 
l-thyroxine synthesis would appear to be direct from 
diiodotyrosine and its precursors. 

Triiodothyronine, which affects tissue respiration 
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in a manner similar to |-thyroxine (on an equimolec- 
ular basis), is a recently isolated substance which 
exists in small] quantities in thyroid, in circulating 
blood and in peripheral tissues. It acts in no more 
than one-half to one-fifth the time required for |-thy- 
roxine—a disparity in rate of utilization that would 
at first appear to represent an advantage in triiodo- 
thyronine as a therapeutic agent. 

Because of the need for ultimate distribution to 
peripheral tissues, however, desiccated thyroid or 
l-thyroxine logically remain the agents of choice, 
L-thyroxine may represent the immediate precursor to 
triiodothyronine and, in effect, may function as a cir- 
culating reserve which serves to insure its distribution 
to distant sites. Triiodothyronine thus evolved from 
l-thyroxine in peripheral tissue may then potentiate 
energy reserve (catalyze tissue respiration) and may 
make available the well-established and necessary cat- 
alytic action of thyroid hormone on growth and 
maturation. 

Irrespective of peripheral tissue needs, |-thyroxine 
has still another important function, i.e., its ability to 
inhibit the release of TSH by the anterior pituitary. 
Circulating TSH accelerates the thyroid gland’s func- 
tion (iodine binding, synthesis and ultimate release of 
stored |-thyroxine). These phenomena represent ma- 
jor factors in thyroid-pituitary homeostasis. 

In treating hypothyroid infants and children it is 
essential that enough hormone (as the pure substance 
—1-thyroxine, or as desiccated thyroid) be given in- 
itially to satisfy the variable threshold requirements of 
peripheral tissues, especially the nervous and skeletal 
systems. It is also essential that cognizance be taken of 
the manner in which thyroid hormone is distributed 
and utilized in the body. 

Any constantly supplied dose of |-thyroxine given 
to an individual establishes a constant serum level of 
‘“*hormonal iodine.” There is less constancy in serum 
hormonal iodine levels when desiccated thyroid is 
used. The serum level achieved during therapy does 
not vary with changing metabolic requirements, sug- 
gesting that alteration in rates of utilization of hor- 
mone cannot be effected to parallel greater or lesser 
demand. The rate with which circulating thyroxine is 
distributed throughout the body fluids also appears 
unalterable. 

Based upon these facts, i.e., (a) that thyroxine is dis- 
tributed at a constant rate and (b) that with any given 
dosage there is established a constant related blood 
level, it is theoretically plausible (and has been con- 
firmed experimentally) that the rate of biologic decay 
(or utilization) is constant. Moreover, the rate of dis- 
tribution is approximately twice that of the rate of 
utilization, thus insuring that a definite portion of 
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thyroxine released from thyroid (or given by mouth) 
will ultimately reach peripheral tissues for action. 

When |-thyroxine is used as the therapeutic agent, 
satisfactory peripheral tissue levels are achieved when 
enough is given to increase serum BEI or PBI levels 
to 6 ug. per 100 cc. or higher. Lesser doses are capable 
of reversing most of the signs commonly associated 
with hypothyroidism but may potentially leave a child 
hypothyroid with respect to the nervous system or 
skeleton. The same may be said for desiccated thyroid. 
Tissues responsible for obvious superficial and second- 
ary biochemical signs of hypothyroidism are those 
immediately available to the blood vascular compart- 
ment (cardiovascular system, muscle, etc.). 


Practical Aspects of Clinical Therapy 


In therapy one should strive for continuing growth 
and development in as nearly normal pfoportions as 
possible. It is to be re-emphasized that continuing 
thyroid privation in the early weeks of life causes dras- 
tic and seemingly irreversible changes in the develop- 
ing nervous system. Effects of thyroid privation on the 
skeleton and other tissues seem completely reversible. 
Acquired deficiency in the older child, in whom cen- 
tral nervous system development has passed the in- 


fantile phase, has a less severe effect on mental ability. 

It is unfortunate that use of desiccated thyroid may 
be complicated by signs suggestive of toxicity before 
desired effects are achieved. It is equally unfortunate 
that many parents and physicians are satisfied with the 
oftentimes dramatic superficial effects of a suboptimal 
dosage of hormone. These limitations to use of desic- 
cated thyroid are especially common in infancy, when 
the matter of dosage is most critical. Desired effects of 
therapy are more easily achieved with |-thyroxine, since 
toxicity is uncommon when enough is given to raise 
serum PBI values to the upper limits of normal or 
above, and a more predictable effect on serum PBI 
levels and BMR accompanies its use. 

Dosages of desiccated thyroid or |-thyroxine listed 
in Figure 5 can serve as a starting point in therapy. 
Associated elevation of serum hormonal iodine values 
to the upper limits of normal, especially when 1-thy- 
roxine is used, should not deter one from continuing 
a given dosage. While therapy is always subject to the 
dictates of clinical judgment, it must be accompanied 
by a general and continued evaluation of growth and 
development which must be recorded in a systematic 
manner. Periodically repeated roentgen evaluation and 
serum hormonal iodine determinations give valuable 
support. 


250 
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0.1 


Age in years 1 2 3 4 5 6 


Figure 5. Optimal therapeutic requirements of desiccated thyroid 
and sodium 1-thyroxine in hypothyroid infants and children accord- 
ing to age and weight. 
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Loeffler’s Reaction to PAS 


TUCHMAN REPORTS an inter _.ing and unusual response 
to para-aminosalicylic acid (PAS) in a patient being 
treated for pulmonary tuberculosis. Initially the chest 
roentgenograms suggested either spread of the tuber- 
culosis or an intercurrent acute bilateral pneumonitis. 
The appearance of marked eosinophilia suggested an 
allergic reaction. Withholding the PAS resulted in 
clearing of the lung fields roentgenographically, and 
the eosinophilia disappeared. Reinstitution of treat- 
ment with a different form of the medication (calcium 
PAS) was followed by a recurrence of the allergic 
phenomenon. 

These events were interpreted as representing a 
Loeffler-type reaction to PAS therapy. The author 
suggested that when a patient shows an apparent 
exudative spread of his tuberculosis while under 
therapy with PAS, one should suspect an allergic 
reaction to the drug. Marked eosinophilia is a con- 
firmatory sign. (Am. Rev. Tuberc., 70:171, 1954.) 


Hodgkin's Disease of the Brain 


Invasion of the brain by Hodgkin’s granuloma is ex- 
tremely rare, according to Fein and Newill. The 
authors report a case of Hodgkin’s disease in which 
there was invasion of both cerebral hemispheres. There 
was a huge mass in the frontal lobes, and microscopic 
examination revealed that the mass involved the cal- 
varium, meninges and brain, with obliteration of the 
subdural space. (Am. J. Med., 17:291, 1954.) 


Liver Function and Hypertension 


A NuMBER of clinicians have observed that hyperten- 
sion is rarely encountered in patients having serious 
impairment of liver function. Raaschou had the oppor- 
tunity to reappraise this finding in 102 women who 
died of liver failure during an epidemic of hepatitis in 
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Denmark. For a control series, he used 93 unselected 
women of comparable years who died during the same 
period from causes other than subchronic atrophy of 
the liver. The incidence of hypertension was ascer- 
tained on the basis of three criteria: (1) the frequency 
of cerebral hemorrhage, (2) the frequency of cardiac 
hypertrophy, and (3) the frequency of hypertension as 
shown by recorded blood pressures during life. Results 
were as shown in the following table. 


Liver Control 

disease series 

Cerebral hemorrhage 0 11.8% 

Cardiac hypertrophy 5.3% 35.5% 

Systolic hypertension 17.7% 47 0% 
(above 160) 

Diastolic hypertension 14.8% 26.3% 
(above 100) 


The difference in incidence of criteria of hyperten- 
sion in the two series was declared to be significant. 
The author proposed that the rarity of hypertension 
in severe liver disease is related directly to impairment 
of hepatic function rather than to nonspecific influ- 
ences (impairment of general health, emaciation). 
(Circulation, 10: 511, 1954.) 


Serum Aldolase 


ALDOLASE is a serum enzyme that plays a crucial part at 
one place in the chain of reactions in which dextrose is 
metabolized. Sibley and Fleisher obtained serum aldo- 
lase estimations in 880 persons having various disor- 
ders. It was found that values might be expected to 
range between 3.0 units and 10 units per milliliter of 


- serum (average 6.0 units) under normal conditions of 


glycolysis. 

Using 10.5 units as an upper limit of normal, the 
authors found that abnormally high values were pres- 
ent occasionally in a wide variety of diseases. There 
were three groups of cases, however, in which values 
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were consistently high. These were acute hemorrhagic 
pancreatitis, alcoholism with delirium tremens, and 
acute hepatitis. 

From the results obtained, it seemed apparent that 
the serum aldolase test would have significant diagnos- 
tic value in early acute hepatitis. The high values for 
aldolase in that disease were not due to jaundice per se. 
In cases of jaundice due to obstruction of the common 
bile duct, aldolase values were within normal limits. 
(Proc. Staff Meet. Mayo Clin., 29:591, 1954.) 


Immunization of Adults 


Notinc that routine immunization of infants and 
children has lowered the incidence and death rate 
of diphtheria and tetanus, Ipsen recommends exten- 
sion of the technique to include adults. He reasons 
that tetanus, although an uncommon disease, is pre- 
ventable at all ages. Regarding diphtheria, he notes, 
“Although the decrease in the children may be 
ascribed to immunization that in the adults was mainly 
due to an almost complete disappearance of the reser- 
voir of disease in children. The same reservoir also 
served to maintain immunity in adults. Without this 
reservoir adult immunity is not stimulated, and 
diphtheria becomes mainly a problem of adults.” 
For immunization of adults, Ipsen advocates a 
new water-clear tetanus-diphtheria toxoid that contains 
less diphtheria toxoid than the preparation for 
children. The methods can be outlined as follows (all 
doses 0.5 cc.): 
A. Persons with no previous tetanus immunity 
1. Two doses, not less than 6 weeks apart 
2. Third injection one year later 
3. Repeated injection every 5 to 10 years 
B. Wounded persons 
1. With previous immunization against tetanus 
a. Booster dose of toxoid 
2. Without previous immunization 
a. Tetanus antitoxin 
b. Same procedure as in “A” 
C. Other needs for special booster doses 
1. Exposure to a case of clinical diphtheria 
2. Travel to foreign country 
(New England J. Med., 251: 459, 1954.) 


Eradication of Streptococci 


Ir is Now generally accepted that rheumatic fever 
can be prevented by adequate treatment of pre- 
ceding streptococcal infection. On this basis, Chamo- 
vitz and associates propose that the action of a drug 
for prophylaxis of rheumatic fever can be evaluated by 
testing its effectiveness in eradicating streptococci 
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from the throat in cases of acute streptococcal 
pharyngitis. These authors have made such an evalua- 
tion of benzathine penicillin G (Bicillin). 

The authors found that a single dose of 600,000 
units (or 1,200,000 units) of benzathine penicillin G 
was highly effective in eradicating Group A strepto- 
cocci. Thus, three weeks after administration of the 
drug, the incidence of positive throat cultures was as 
follows: 


No. of Pos. 
patients cultures 

600,000 units 102 
1,200,000 units 93 1 
Placebo 66 53 


In addition, this method of treatment of strepto- 
coccal disease inhibited antistreptolysin formation 
and seemingly protected against suppurative compli- 


cations. (New England J. Med., 251: 466, 1954.) 


Anemia of Carcinomatosis 


HYMAN HAS COMMENTED that a number of factors con- 
tribute to the development of anemia in patients having 
malignant neoplasms (see accompanying diagram). An 
enigma is sometimes presented by the anemic patient 
with advanced neoplasia, evidence of normal or hyper- 
active marrow function (marrow aspiration) and no 
evidence of blood loss. In cases of this type, when leu- 
kemia or a malignant lymphoma is the basic disease, it 
has been found that the anemia may be due to acceler- 
ated red blood cell destruction. Hyman has therefore 
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studied cases of carcinomatosis for the prevalence of 
similar hemolytic tendencies. 

The author’s patients had widely disseminated neo- 
plastic diseases. The great majority were anemic in 
some degree. In most instances the marrow aspirate 
yielded neoplastic cells. Nevertheless, a number of 
patients presented the enigma heretofore mentioned 
(normal or hyperactive marrow, no blood loss, anemia). 
In such cases, usual laboratory tests for hemolysis 
rarely showed evidence of accelerated red cell destruc- 
tion. Ilowever, when survival of transfused erythro- 
cvtes was measured in these cases (Ashby technique), 
it was usually found that the patients did indeed have 
accelerated red cell destruction. 

The author concluded that hemolysis does play an 
important part in the development of anemia in patients 
having carcinomatosis, but that demonstration of 
hemolytic factors requires finer techniques than the 
routine laboratory procedures offer. (Blood, 9:911, 
1954.) 


Treatment of Breast Abscess 


INFECTION in a lactating breast is usually caused by 
Staphylococcus aureus. In a high percentage of cases, 
prompt antibacterial treatment controls such infection 
before the stage of abscess formation. Formerly, 
penicillin was the drug of choice for this purpose. 
However, in the experience of Sawyer and Walker, 
penicillin must now be supplanted by other anti- 
biotics (oxytetracycline, chlortetracycline, chloram- 
phenicol, bacitracin) because of the prevalence of 
penicillin-resistant staphylococci. 

At the first sign of breast inflammation, the patient 
receives oxytetracycline or a similar drug in doses of 
250 to 500 mg. four times a day. When such treatment 
is started early, the infection usually is completely 
aborted. However, if the infection is firmly established 
before treatment, it may go on to suppuration. When 
this latter course is apparent and there is definite 
localization (pointing of the inflammation in the area 
about the areola), incision and drainage is provided 
promptly and in a way that takes into account the 
fact that the breast is a compartmented structure. The 
- authors describe the technique as follows: 

“The incision should be made around the areola 
of the nipple, through the skin and subcutaneous 
tissue, but not entering into the ducts. Then by 
careful, blunt dissection, preferably with a hemostat, 
the compartment of the breast involved is entered. 
Pus is almost uniformly encountered and by palpation 
of the breast, if another compartment is involved, the 
hemostat can be pushed into this compartment and the 
pus evacuated. This method does away with the long 
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disfiguring radial incision and the possibility of 
secondary infection. The antibacterial drugs are con- 
tinued during the surgical treatment.” (Surg., Gynec, 
e Obst., 99: 368, 1954.) 


Treatment of Hodgkin’s Disease 


THERE ARE ONLY three methods of direct attack on 
Hodgkin’s disease, according to a recent survey of 
treatment of this disease by Craver. The methods 
are surgery, which may be chosen in selected cases of 
strictly localized disease as part of an attempt to cure 
the process, or which may have a place in certain 
complications such as a bleeding gastric lesion; radia- 
tion therapy; and chemotherapy, consisting mostly of 
nitrogen mustard and triethylenemelamine (TEM). 

Craver divides Hodgkin’s tumors into three classes 
depending upon their severity. Class 1 cases are 
strictly localized, class 2 have a relatively regional dis- 
tribution and class 3 are generalized. 

In class 1 cases, if all evidence points to sharp local- 
ization of the disease, excision may be attempted with 
the intent of removal of the entire involvement. In 
general, however, it has rarely been successful. In the 
rare case in which a surgeon feels that he has com- 
pletely resected an apparently isolated gastrointes- 
tinal lesion, the question arises regarding radiation 
therapy. Radiation in such cases is difficult to localize 
properly, the dose is uncertain and usually radiation 
should be postponed until a local recurrence appears. 

The use of radiation to completely obliterate a uni- 
centric mass of Hodgkin’s nodes usually does not seem 
justifiable, since the focus usually cannot be removed, 
and the disease may spread back from other involved 
areas into the radiated area. The author recommended 
the use of from 2,400 to 3,000 or even 3,600 r in 
treatment of Hodgkin’s disease of the neck, and one 
entire side of the neck is irradiated. 

Class 3 cases are difficult to treat because of their 
generalized nature although, in some instances, the 
patients may run a very chronic course with good re- 
mission of symptoms and regression of treated lesions. 
The development of paraplegia and other complica- 
tions may not necessarily be an omen of the terminal 
stage. When severe constitutional symptoms are pres- 
ent, such as fever, itching, sweating, weakness and 
anorexia, the use of nitrogen mustard may produce a 
more rapid remission than radiation alone. Leukopenia 
must be avoided and the dosage regulated according 
to blood cell counts. If nausea and vomiting are severe, 
TEM may be useful. Gastrointestinal upsets are less 
severe but may be somewhat more prolonged than with 
the use of nitrogen mustard. 

Contrary to other authors, Craver feels that preg- 
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nancy may have an adverse effect upon the disease and 
may be a distinct hazard. In spite of all problems, the 
author believes that, because of greater resources for 
diagnosis and therapy, coupled with an attitude of 
hopefulness in aggressive treatment of more localized 
lesions, the physician may be able to look forward with 
confidence to some time in the future when this disease 
may be conquered. (Cancer, 7:927, 1954.) 


Surgery in Pulmonary Tuberculosis 


THE INFLUENCE of antibiotics upon surgical therapy of 
pulmonary tuberculosis is reflected by a change in the 
type of surgery performed. Thus, Jones, Robinson and 
Myer reported a remarkable reversal of the ratio of 
minor to major surgical operations (Figure 1). In ad- 
dition to an over-all increase in major procedures, 
there was also a change in types of operations. From 
1947 onward, the number of thoracoplasty operations 
declined, while pulmonary resection was done more 
often (Figure 2). (California Med., 81:259, 1954.) 


2 4 6 8 10 his; 


1. ‘Ratio of m minor re: major for 
tuberculosis. 


Immunization Against Poliomyelitis 


A PRELIMINARY REPORT of the results of inoculation of 
425,000 children with the Salk vaccine has been given 
by Van Riper, medical director of the National Founda- 
tion for Infantile Paralysis. Between April and July, 
1954, these children received the vaccine in three 
separate injections, while 200,000 others received a 
control substance. The code distinguishing between 
the vaccine and placebo inoculations was known only 
to the evaluation center at the University of Michigan. 
The complete results of these trial inoculations will 
not be known until the spring of 1955, but several pre- 
liminary observations have been made. The author 
stated categorically that the vaccine is safe. Each batch 
was tested by a number of different laboratories before 
it was placed in use. Untoward reactions were rare. 

It is hoped that the vaccine will offer significant pro- 
tection against paralytic poliomyelitis. It is also hoped 
that it will modify the course of the disease to the 
extent that the incidence of residual paralysis will be 
greatly reduced, even though complete protection is 
not afforded. It is hoped that the duration of immu- 
nity can be determined, and continuing studies will be 
necessary for this purpose. The vaccine is known to 
produce a high antibody titer. Whether this also in- 
dicates a high immunity against paralysis can be de- 
termined only by the field tests. 

The author stated that gamma globulin, used for 
passive immunization, has been employed twice as 
commonly in 1954 as in 1953. Results of studies have 
indicated that gamma globulin has been useful in 
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Figure 2. The changing pattern of major surgery in pulmonary tuberculosis, 
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preventing poliomyelitis when administered to inti- 
mate and household contacts of cases of poliomyelitis. 
There are also data to suggest that, when gamma glob- 
ulin is given during the incubation period, it limits 
the amount of muscle involvement from the infection 
and reduces the extent of residual paralysis. (J. Bone ¢& 
Joint Surg., 36A :893, 1954.) 


Veins After Sympathectomy 


SYMPATHECTOMY causes dilatation of veins and, although 
the vasomotor tone soon begins to return to a preoper- 
ative level, it does not reach this level for at least 12 
months, according to a recent article by Beaconsfield. 
It has long been observed that the skin temperature of 
extremities remains elevated for some time following 
sympathectomy, whereas, the blood flow returns al- 
most to the preoperative level a few weeks following 
the operation. 

The author has investigated the degree of venous 
dilatation in upper extremities following sympathec- 
tomy. As a result of these studies, he has suggested 
that the dilatation of veins following sympathectomy 
is not due merely to increased flow because of arterial 
dilatation, but is due to an active process in the vein 
itself, since it occurs even when blood flow to the part 
is not increased. Since the veins have less smooth 
muscle fibers than the arteries they may not recover 
their vasomotor tone as readily as the arteries follow- 
ing operation. This results in a pooling of blood in the 
extremity, although there actually may not be an in- 
crease in blood flow per unit of time. (Surgery, 36:771, 
1954.) 


Liposarcoma 


PACK AND Pierson have reviewed 105 cases of liposar- 
coma treated at the Memorial Cancer Center during 
the past 25 years. These lesions occur twice as com- 
monly in males as in females, although benign lipomas 
are more common in females. 

Malignant lipogenic tumors develop more frequent- 
ly in deeper soft tissues, whereas benign tumors are 
usually in subcutaneous tissues. Most of the malignant 
lesions do not originate in benign lipomas but are 
malignant from their beginning. The malignant tumors 
vary considerably in their histologic structure. Some 
are almost acellular mucoid pools. Others contain 
xanthomatous elements, and still others are cellular, 
highly malignant and contain little fat. Liposarcomas 
are firmer, less easily compressed and more fixed to 
underlying tissues than are benign lipomas. Aspira- 
tion biopsy occasionally is useful in diagnosis. 

The surgical treatment of these lesions must be 
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radical, and the choice between radical surgical dis- 
section and amputation is not always easy. This choice 
must be made on the basis of regional or distant metas- 
tases, the variety of the tumor and the experience of 
the operator. If local dissection is chosen, the opera- 
tion must be performed with great gentleness, ayoid- 
ing injury to the tumor which may result in metastasis, 
This kind of tumor should be removed with the sur- 
rounding tissues, including fascia and muscle. On an 
extremity, if local removal fails because of technical 
difficulties or extension of the lesion, amputation 
should be performed above the level of the tourniquet. 
In the abdomen the mesentery may be involved, and 
intestine often must be removed with the tumors. 
Results of Treatment. Of 64 patients who had been 
followed for more than five years, about 40 per cent 
are living and well, and eight of these have been cured 


for more than ten years. (Surgery, 36:687, 1954.) 


Resection of the Small Intestine 


ALTHOUGH it is possible for life to be sustained after 
complete removal of the colon, the stomach or the 
duodenum, it is absolutely essential that a portion of 
the small intestine be preserved, according to a recent 
study by Kremen and his co-workers. Large segments 
of the small bowel can be sacrificed and, in clinical 
practice, extensive resections are sometimes necessary 
because of infarcted bowel or extensive neoplastic in- 
volvement. The authors have found that there is a con- 
siderable difference in the effects of resection of dif- 
ferent parts of the small intestine. 

Sacrifice of the distal 50 per cent of the small in- 
testine produces a profound interference with fat ab- 
sorption associated with a loss of weight. On the other 
hand, the proximal 50 to 70 per cent of the small intes- 
tine of dogs can be removed with no apparent ill 
effects. They are able to maintain weight and absorb 
fat and protein. Protein absorption appears to occur in 
considerable measure in the ileum, since fecal nitrogen 
losses are increased after the ileum is removed. This is 
also the primary area of fat absorption in the dog. Re- 
section of the ileum, therefore, results in greatly in- 
creased fat losses. Loss of fat absorption also occurs if 
the distal 50 per cent of the bowel is excluded from the 
intestinal continuity, but this loss is restored to normal 
whefi it is again placed in function. 

Bypassing of the ileocecal valve results in more 
rapid transit of fecal matter through the intestinal 
tract. The authors conclude that the valve has an im- 
portant effect on the nutritional adjustment in the 
sacrifice of the distal small bowel. It has a less im- 
portant effect upon the result of sacrifice of the proxi- 
mal small intestine. (Ann. Surg., 140:439, 1954.) 
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Cancer Surgery in the Aged 


ALTHOUGH a strong feeling of resistance against major 
surgery in the aged still exists not only among patients 
but among physicians, Anglem and Bradford have 
demonstrated by statistical study that benefits of sur- 
gery should not be denied the elderly cancer patient 
on the basis of age alone. In a study of 258 patients 
with an average age of over 75 years, 171 curative 
operations for cancer were performed, with an opera- 
tive mortality of 11.5 per cent. This included tumors of 
the head and neck, breast, stomach, pelvis, colon and 
rectum, and axillary and groin dissections. In this 
group, the average five-year survival rate was nearly 
35 per cent. 

There were 20 operative deaths but, when all the 
safeguards of modern surgical management were used, 
elderly cancer patients could be carried through the 
most major procedures with a mortality rate not greatly 
different from that for standard-risk patients. The five- 
year survival rate compared favorably with that seen in 
younger persons. Estimates of life expectancy for a 
man of 70 or more supported the thought that benefits 
of cancer surgery should not be withheld because of 
age alone. (Cancer, 7:988, 1954.) 


Prolonged Anticoagulant Therapy 


ENGELBERG has carried out experiments to determine 
the efficacy of subcutaneous administration of concen- 
trated solutions of aqueous heparin (200 mg. per cc. 
or 100 mg. per cc.). Because of the dangers of couma- 
rin drugs, which may produce bleeding unless doses 
are meticulously controlled, he believes that heparin 
is safer and more satisfactory. He recommends a dosage 
of 125 to 150 mg. of a concentrated solution every 12 
hours. This is given into the subcutaneous tissues. If 
the 200 mg. per cc. concentration is used, a subcuta- 
neous dose of 250 to 300 mg. once every 24 hours 
usually is adequate. The more concentrated solution 
occasionally causes pain and ecchymosis if more than 
2 cc. is injected at a time. Heavier patients require a 
larger dose. 

The author recommends that Lee-White coagula- 
tion time determinations be made once or twice to 
determine the amounts of heparin required, but after 
that further tests are not necessary. He emphasizes 
that heparin is a safer drug, that hemorrhage due to 
its use is rare and is easily counteracted by protamine 
sulfate or blood transfusions. Other advantages of 
heparin over the oral anticoagulants include lowering 
of the blood viscosity by heparin, lowering of platelet 
adhesiveness and a shift of serum lipoproteins toward 
normal. (Surgery, 36:762, 1954). 
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Accident Experience in Philadelphia (1952) 


Accident Prevention in the Home 


IN AN APPRAISAL of public health’s interest in home acci- 
dent prevention, Tiboni noted that almost half of fatal 
accidents occur in the home (see diagram above). For 
an effective program of accident prevention, he advo- 
cated thorough epidemiologic study of accidents, edu- 
cation. removal of potential accident-producing fac- 
tors, and specialized approaches to meet the greater 
accident dangers of children and the aged. (Am. J. 
Pub. Health, 44:1349, 1954.) 


Nitrogen Balance 


Pareira and his co-workers showed that when patients 
were maintained on parenteral feedings, the level of 
positive nitrogen balance was higher when the propor- 
tion of nitrogenous intravenous feedings was increased. 
This is contrary to the principle, expressed by other 
authors, that dietary protein will not spare body pro- 
tein breakdown unless there is full caloric intake. 

When 75 per cent of the caloric intake was protein. 
the authors found that the highest level of positive 
nitrogen balance was achieved (between 60 and 85 per 
cent of the nitrogen injected). Even when hydrolyzed 
protein was the only type of nutrient material admin- 
istered, the nitrogen balance was far better than when 
the sole intake was glucose. 

On anything less than normal caloric intake, the 
degree to which adipose tissue can be utilized for the 
meeting of caloric requirements becomes important. 
Energy requirements receive first priority, and the 
ability to “burn” fat on a low caloric intake will de- 
termine the amount of protein “burned” for energy re- 
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quirements. Protein is preserved by fat that is utilized, 
and this protein will be available for tissue synthesis. 
Also, after a certain stage of nutritional depletion, 
body fat becomes more readily metabolized to supply 
energy needs. The subjects used in this study were all 
suffering moderate to severe nutritional depletion. 
The authors stated that positive nitrogen balance on a 
low caloric intake might not have been attained if the 
patients had been well nourished from the start. 
(Ann. Surg., 140-349, 1954.) 


Hepatitis Virus 


Lerrwicn, Mrrick AND HENLE had some volunteers in- 
gest chick embryo material presumably containing 
infectious hepatitis virus. A disease compatible with a 
very mild hepatitis developed. In order to determine 
whether these persons had developed an immunity 
against the natural virus of hepatitis, they were inocu- 
lated by the oral route with a total of 2.4 ml. of plasma 
containing the hepatitis virus. This challenge inocula- 
tion was done 16 weeks after the original ingestion of 
the chick embryo material containing infectious hepa- 
titis virus. There was no evidence of the development 
of immunity to natural virus as a result of the oral 
administration of chick embryo material containing 
the virus of infectious hepatitis. (Arch. Int. Med., 
94:559, 1954.) 


Sodium Chloride and Hypertension 


Dant anv Love were impressed by the lack of signi- 
ficant numbers of persons with hypertension among 
truly primitive human races. A factor common to all 
the primitive groups for which data were available was 
a low intake of sodium in the diet, estimated to aver- 
age about 1 to 2 grams a day and sometimes less. 

With this in mind, the authors explored the possi- 
ble relationship between sodium chloride intake and 
hypertension among a group of 547 adults. They were 
classified as having low, average or high sodium chlo- 
ride intake. Hypertension was not found among those 
classified as having a low sodium chloride intake, while 
there were 17 hypertensives among the 243 persons in 
the average intake group. Twenty-four of the 239 
persons classed as having a high sodium intake had 
hypertension. 

On statistical analysis these differences were signi- 
ficant. The authors proposed the hypothesis that some 
minimal level of sodium intake must be exceeded for 
the development of essential hypertension but that, 
while necessary, sodium is not of itself sufficient for 
development of the disease. (Arch. Int. Med., 94:525, 
1954.) 
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ECG and Electrolyte Disturbances 


In AN EDITORIAL, Burch points out that the electro- 
cardiographic changes described for hypokalemia and 
hyperkalemia are not as simple as they were first con- 
sidered tobe. Underlying cardiac disease and alterations 
in function change the electrocardiogram independent- 
ly of the effects of alteration in potassium metabolism. 
This complicates the electrocardiographic pattern so 
that it may be impossible to recognize or evaluate 
quantitatively the potassium effects. Furthermore, elec- 
trocardiographic changes in association with distur- 
bances in sodium, chloride and acid-base balance may 
resemble those described for potassium effects. 

Although it has not been established that there is an 
electrocardiographic pattern characteristic solely of 
clinical distrubances in potassium metabolism in man, 
nevertheless the electrocardiogram may be used in the 
management of hypo- or hyperkalemia when measure- 
ments of plasma levels of electrolytes cannot be ob- 
tained, provided the interpretations are made cautious- 
ly and are properly integrated with the entire clinical 
picture. Whenever possible, changes in the electro- 
cardiogram suggestive of electrolyte imbalance should 
be followed by study of serum electrolytes as well as 
daily urinary excretions. (Arch. Int. Med., 94:509, 
1954.) 


Urinary Retention 


IN PATIENTs with enlargement of the prostate or other 
types of obstruction at the bladder neck, Talbot notes 
that there may be concomitant disturbances that con- 
tribute significantly to urinary retention. 

A pre-existing stricture of the distal urethra may be 
overlooked. Since attention is usually focused on the 
prostatic obstruction and since catheterization in such 
cases is frequently difficult, the presence of a second ob- 
structing lesion distal to the prostatic urethra may be 
missed. 

Dysfunction of the detrusor, resulting in an inade- 
quate propulsive force, may coexist with obstruction 
at the bladder neck although in no way related to it 
etiologically. Usually it is of neurogenic origin, with 
tabes dorsalis, diabetes or multiple sclerosis often in 
the background. There may be no other evidence of 
organic disease of the nervous system and, therefore, 
cystometric studies should be a routine part of the 
investigation of all patients with any type of micturi- 
tional disturbance. Such studies may provide valid 
evidence of detrusor inadequacy complicating an obvi- 
ous obstruction. The cystogram ordinarily shows a 
large, smooth, overdistended bladder. 

The most important group of patients, and the larg- 
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est, comprises those in whom the functional inadequacy 
of the bladder muscle is a result of longstanding ob- 
struction leading to chronic overdistention and usually 
infection. The alterations in the wall of the bladder that 
develop as a result of long-standing obstruction may be 
reversible to the degree that they do not prevent the 
resumption of normal function after operative removal 
of the obstructing factor. For fully satisfactory results, 
careful conservative management after operation may 
be necessary, with particular attention to habit train- 
ing. During the early days of this training the choliner- 
gic drugs, such as urecholine, are sometimes of value, 
particularly when there is some sensory impairment. 
Sometimes the alteraticns in the wall of the bladder are 
irreversible ; even though the causative obstructive fac- 
tor is removed, satisfactory function is not restored by 
any method short of further surgical intervention. In 
these cases it may be necessary to remove the redun- 
dant portion of the bladder wall (partial cystectomy). 
(New England J. Med., 251: 420, 1954.) 


Hemoglobin Levels 


Hawkins, Speck AND LeonarD report the trend of 
hemoglobin values among 1,308 male and 1,424 femael 
representatives of the population of Halifax. The aver- 
age values at various ages are shown in the diagram 
below. It is noteworthy that, in the teens, the values 
for the two sexes begin to diverge. In women, from 
20 years onward, the hemoglobin value stays at about 
13 Gm. In men, values rise to a peak in the thirties, 
fall off rather abruptly after the fifth decade. These 
results are essentially similar to those reported by in- 
vestigators in other parts of the world. (Blood, 9:999, 
1954.) 
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Fibrosarcoma and Sesame Oil 


GOLDENBERG has reported two cases in which the de- 
velopment of fibrosarcoma of the buttock followed in- 
jections of penicillin in sesame oil. Various fats and 
oils have been studied for their carcinogenic effects 
and have been implicated in numerous experiments as 
etiologic factors in the production of sarcoma. Such 
oils include heated lard, unheated lard, overheated 
cottonseed oil and ether-extracted wheat germ oil. 
These oils resulted in sarcoma production in from 8 
to 40 per cent of mice. Sesame oil did not cause tumors 
in mice unless heated, but the standard preparation of 
penicillin in oil requires heating for sterilization. In 
this heating process, the oil seems to acquire its car- 
cinogenic activity. 

Although the author could not state unequivocally 
that his two patients developed tumors because of in- 
jections of sesame oil, the tumors did develop in the 
vicinity of the injection of this known carcinogen. The 
author suggested that aqueous preparations of medica- 
tions are more desirable than oil preparations. (Cancer, 
7:905, 1954.) 


Chronic Constrictive Pericarditis 


Rainer and his associates report a typical case of acute 
benign pericarditis with a massive pericardial effusion. 
The pericardial effusion showed no tendency to subside 
spontaneously despite three pericardial paracenteses 
and administration of various drugs, including mercuri- 
als, penicillin, isoniazid and streptomycin. There was 
evidence of circulatory embarrassment—prominent 
neck veins, high venous pressure, liver enlargement, 
pleural effusion and occasional orthopnea. 
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Because of failure to respond to conservative meas- 
ures, the patient was treated surgically and found to 
have an underlying constrictive pericarditis. Thorough 
investigation failed to demonstrate a definite etiologic 
agent. 

This case demonstrates a possible etiologic relation- 
ship between acute idiopathic pericarditis and chronic 
constrictive pericarditis. (New England J. Med., 251: 
425, 1954.) 


Pulmonary Complications of ACTH 


EVANS AND STEINBERG present five cases as examples of 
serious pulmonary diseases complicating the course of 
patients treated with ACTH and cortisone. The com- 
plications fell into four categories: (1) tuberculosis, 
miliary and pulmonary ; (2) pulmonary congestion ; (3) 
pulmonary infarction ; (4) pneumonitis of unknown eti- 
ology. 

Dosage appears to be a likely factor in the production 
of pulmonary complications in patients treated with 
ACTH and cortisone. Large doses of the drug or small 
doses maintained over long periods seem to be predis- 


posing factors. (Radiology, 63: 515, 1954.) 


Cholangiography and Cholecystography 


GersHon-CoueN and his associates describe the use of 
a new compound (Cholografin) for intravenous cho- 
langiography and cholecystography. Within 20 minutes 
the common duct fills with this contrast material, 
whether or not the gallbladder is present. The gall- 
bladder also fills within 60 to 120 minutes. 

In the presence of impaired hepatic function, with or 
without jaundice, the common duct usually is not visu- 
alized. Instead the compound is excreted by the kid- 
neys in sufficient concentration to produce good uro- 
grams. Thus, evaluation of the urograms so obtained 
could form the basis of a good hepatic function test. 

Demonstration of calculi in the common duct, espe- 
cially after the gallbladder has been removed, is of 
prime interest. (Am. J. Roentgenol., 72: 801. 1954.) 


Surgical Liver Biopsy 


ConvinceD that more information is needed about the 
ranges of variability exhibited microscopically by the 
“normal” liver, Dunlap, Dockerty and Waugh obtained 
wedge biopsy specimens from the liver of 88 patients 
undergoing operations for upper abdominal conditions. 
In all instances the liver appeared grossly normal. On 
microscopic examination, six categories of pathologic 
change were observed: (1) fatty metamorphosis, (2) fi- 
brosis, (3) portal inflammatory reaction, (4) nuclear 
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regenerative and degenerative activity, (5) nuclear vac- 
uolation and (6) parenchymal polymorphonucle::r leu- 
kocytic infiltration. 

These pathologic changes were rather prevalent 
throughout the group. They were not significanily re- 
lated to the type of surgical disorder (except in cases 
of common duct obstruction). Changes were more prey- 
alent in older persons and in women. (Surg. Gynec., & 
Obst., 99: 331, 1954.) 


Significance of Hemoptysis 


NOT INFREQUENTLY physicians are confronted with the 
riddle of hemoptysis in patients thought to have inac- 
tive pulmonary tuberculosis. In a series of 123 patients 
in whom pulmonary tuberculosis had been considered 
inactive for five to 20 years, Charr encountered 21 cases 
of hemoptysis. After careful diagnostic appraisals, final 
diagnoses were as follows: 


Diagnosis No. of cases 


No cause found 1 
Relapse of tuberculosis 

Nontuberculous pneumonia 

Acute bronchitis 

Nontuberculous bronchial ulcer 

Bronchegenic carcinoma 


Ww 


The authors advised: “In instances of hemoptysis, 
unexplained after careful study, it seems safe to permit 
asymptomatic patients to resume usual activity withina 
week or two after the cessation of the pulmonary hem- 
orrhage.” (Ann. Int. Med., 41: 479, 1954.) 


BCG Vaccination 


IN AN EDITORIAL on the merits of BCG vaccination, 
Long proposes that the vaccine does indeed afford pro- 
tection against tuberculosis. He recommends its ad- 
ministration for tuberculin-negative persons in any 
of the following groups: 

1. Those with more than ordinary exposure to tu- 
berculosis in their professional duties (physicians, 
nurses and medical students). 

2. Technical personnel whose work may expose them 
to direct contact with the tubercle bacillus (hospital 
and laboratory employees). 

3. Those unavoidably exposed to infectious tubercu- 
losis in the home. 

4. Noninfected patients and employees in mental 
hospitals and other custodial institutions. 

5. Those in population groups believed to have sub- 
standard resistance or residing in communities with 
high tuberculosis mortality. 

The only contraindications to BCG vaccination are 
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thought to be the presence of an acute infectious dis- 
ease or a Skin disease in which any irritation might lead 
to extension of existing inflammation. (Ann. Int. Med., 
41; 647, 1954.) 


Antibody Production in Depleted Patients 


In PATIENTS who are malnourished and have depleted 
protein stores, there is a tendency to suppose that lack 
of resistance to infection is to be ascribed to diminished 
capacity to produce antibody. The fallacy of this sup- 
position was shown by Havens, Bock and Siegel in an 
experiment with 15 severely wounded men. These sub- 
jects had sustained serious wounds several months be- 
fore the experiment—had severe inanition secondary to 
paraplegia or tetraplegia or because of delayed healing 
of wounds. Their total serum protein and serum albu- 
min values were lower than normal. 

When diphtheria toxoid was given to these depleted 
patients, they produced antitoxin in amounts at least 
equal to the responses evoked in healthy control sub- 
jects of comparable ages. There was no apparent corre- 
lation between antibody production and serum protein 
levels, age of the patient, clinical condition, degree of 
malnutrition or resistance to infection. (Am. J. M. Sc., 
298: 251, 1954.) 


Wound Infections 


THERE IS EVIDENCE that penicillin-resistant strains of 
Staphylococcus aureus recovered from hospitalized 
patients and personnel have increased greatly since 
the introduction of penicillin. At the Massachusetts 
Memorial Hospital, Howe found that the rate of infec- 
tions of clean wounds after operation has greatly in- 
creased during the past five years despite the pro- 
phylactic use of antibiotics. 

The evidence indicates that this increase in post- 
operative sepsis is due to an abnormally high peni- 
cillin resistance carrier rate in hospital personnel, as 
well as in patients as a result of the widespread use of 
penicillin. Personnel are constantly exposed to dress- 
ings and to dust from sweeping and bed-making, and 
the nasopharynx and skin are likely to become carrier 
sites for pathogenic staphylococci. 

These findings cast doubt on the wisdom and efficacy 
of routine prophylactic systemic antibiotic therapy in 
clean surgical cases. A definite program to lower the 
rate of wound infection was inaugurated at the 
Massachusetts Memorial Hospital. The program in- 
cluded measures to prevent cross contamination. Be- 
cause the nasopharynx is the main carrier site for the 
staphylococcus, double masking was considered im- 
portant. Surgeons and nurses were urged to wear 
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masks and gloves for all contaminated dressings mainly 
for self-protection to help prevent the carrier state. 
(New England J. Med., 251: 411, 1954.) 


Esophageal Function 


By RADIOLOGIC EXAMINATIONS and by studies of intra- 
luminal pressures, Ingelfinger, Kramer and Sanchez 
derived evidence that the esophagus has two functional 
segments—the body and the vestibule. The body, with 
its terminal ampulla, makes up the greater part of the 
structure. The last 2 to 3 cm. of the esophagus—the 
part that traverses the diaphragm—is the vestibule 
(see diagram below). 

In the body of the esophagus, the act of swallowing 
is attended by a sudden general increase in pressure 
plus a peristaltic pressure wave. Peristalsis ends at the 
vestibule, and vestibular pressures change little in 
response to swallowing. 

It has been shown that the body and the vestibule 
respond oppositely to cholinergic stimuli. For exam- 
ple, Mecholyl causes increased tone in the body and 
diminished tone in the vestibule. Banthine (anti- 
cholinergic) has just the opposite effect. 

Cardiospasm is evidently due to a defect in choliner- 
gic innervation of the esophagus. Again, the opposite 
results are seen in the two divisions. The vestibule 
fails to relax (achalasia), and the body shows loss of 
tone. (Am. J. M. Sc., 228:417, 1954.) 
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Thrombophlebitis in Pregnancy 


Q. How much danger is there to a multiparous preg- 
nant woman who has had phlebitis in her last preg- 
nancy ? What precautions should be taken ? 


A. There are no statistics that bear directly on the 
answer to the first question. However, any patient who 
has once had thrombophlebitis runs a greater risk of 
developing the disease than a patient who has never 
been afflicted. Various circumstances aggravate that 
risk, and pregnancy and the post-partum state is one 
of those circumstances. 

Whether or not the patient has residual symptoms 
of thrombophlebitis, she should wear properly fitted 
elastic stockings during her pregnancy. After delivery, 
during the time the patient is kept in bed, measures 
should be used to speed venous flow in the legs— 
periodic deep breathing, massage of the lower extrem- 
ities, active and passive exercises of the legs. This is 
the kind of case in which early ambulation (in the 
true sense of the term) would be highly desirable. 
Use of elastic stockings should be continued during 
the early post-partum period. Anticoagulant therapy 
would not be indicated unless there were signs of 
recurrence of thrombophlebitis. 


Black Widow Bite 
Q. What is the treatment for black widow spider bite? 


A. There are three considerations in treating arach- 
nidism: relief of pain and muscle spasm, neutraliza- 
tion of the toxin and support of the patient. 

Calcium gluconate, 10 to 20 cc. of a 10 per cent 
solution, is given intravenously to control pain and 
spasm. Injection is given rapidly until flushing and 
burning occur; then it is slowed. Since calcium may 
affect the myocardium, it is given cautiously to car- 
diacs—especially to those digitalized. To neutralize 
the toxin, 2.5 cc. of immune serum (Lactrodectus 
mactons antivenin) is injected deep into muscle. 
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Information Please 


The calcium also may be effective in neutralization, 

The antivenin is prepared in horse serum, and the 
patient should be carefully tested for sensitivity before 
administration. 

Other agents which may be indicated include: 
morphine, Demerol or codeine for pain; d-tubo- 
curarine for muscle spasm, especially if intercostals 
are involved ; tetanus antitoxin and frequent hot baths. 
Alcohol is contraindicated. 


Questions on Use of Oxygen 


Q. Are any beneficial results, such as a feeling of in- 
creased well-being, derived from inhaling pure oxy- 
gen for a short period (one to three minutes) ? 


A. The normal individual derives no benefit from 
inhaling pure oxygen for short or long periods unless 
during or immediately following severe muscular 
exercise. 


Q. Does inhaling of oxygen reduce intoxication in in- 
ebriated persons? Does oxygen reduce or eliminate 
entirely the misery of hangovers ? 

A. In most persons, the inhalation of oxygen has no 

effect in reducing alcoholic intoxication. In a very 

few people it would appear that some decrease of the 
alcoholic state appears to have taken place. Inhaling 
oxygen does not reduce the miseries of hangovers. 

However, when oxygen is breathed and exercise is pet- 

formed in individuals who have previously ingested 

alcohol, there is a significant reduction in the pulse 
rate and in shortness of breath as well as a reduction 
in respiratory rate. The physiologic and psychologic 
factors are discussed in a paper by Barach, A.L., and 

McFarland, R.A.—‘*The Relationship Between Alco- 

holic Intoxication and Anoxia,” Am. J. M. Sc., 192: 

186, 1936. Another paper of interest in this connec- 

tion is one by Barach, A.L., “The Response of Psy- 

choneurotics to Variations in Oxygen Tensions,” Am. 

J. Psychiat., May, 1937. 
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Q. Does inhaling of oxygen reduce fatigued feeling ? 
A. Inhalation of oxygen does not reduce a fatigued 
feeling unless it is directly due to preceding physical 
exercise. 


Q. Are there any abnormal physical effects caused by 
inhaling oxygen—change in pulse rate or blood 
pressure, or any other disturbances ? 


A. There are no abnormal physical effects caused 
by inhaling oxygen unless it is given in 100 per cent 
concentrations for a period of 24 hours or more. The 
immediate effect of inhaling 100 per cent oxygen is a 
decrease in pulse rate of approximately six beats per 
minute. There is no consistent effect on blood pressure. 


Q. Is the public or private dispensing of oxygen regu- 
lated in any way by federal law? By state law? If 
so, where could full information be had on such laws? 


A. Purveyors of oxygen equipment and oxygen 
cylinders are in some states under the supervision of 
the Board of Health or rulings from the local com- 
munities. The various laws in this connection could 
be obtained, I think, from the Linde Air Productions 
Co., 42nd St. and Lexington Ave., New York City. 


Q. Is oxygen inflammable or flame-supporting ? Is it 
hazardous to use pure oxygen near open flame, such 
as match or cigarette? 


A. Oxygen is flame-supporting. It is not inflammable 
in itself. It is hazardous to smoke in an oxygen tent, 
but it is not hazardous to smoke a cigarette within a 
foot or two of someone who is inhaling oxygen by 
mask or nasal catheter. The patient should not smoke 
during the inhalation of oxygen by nasal catheter as 
the cigarette is more rapidly burned and the fingers 
may be burned if the cigarette should be smoked near 
the end. 


Q. Can inhalation of oxygen become habit-forming ? 
A. Inhalation of oxygen is not habit-forming. 


Q. If oxygen is inhaled repeatedly for days or weeks, 
does the body become progressively immune to its 
effects ? 

A. The body does not become immune to the effects 

of oxygen. If an atmosphere of 50 per cent oxygen is 

breathed continuously by either normal individuals or 
patients with cardiorespiratory disease for periods of 
three to six weeks, the red blood count and hemoglobin 
are generally decreased between 15 and 20 per cent. 


Q. Has the use of oxygen ever been indicated to stop 
smoking ? To cure alcoholism ? 
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A. Oxygen is not indicated to stop smoking or to 
cure alcoholism, nor is there any effect in that 
connection. 


Q. Does oxygen, inhaled into the lungs, have any effect 
on body or breath odors ? 


A. Oxygen has no effect on body or breath odors. 

The various effects of oxygen on physical and mental 
function are described in the appropriate chapters of 
the book by Barach, A.L., Physiologic Therapy in 
Respiratory Disease (Lippincott, 1948). 


Uremic Convulsion 


Q. What is the treatment most successful in the uncon- 
scious patient following an acute uremic convulsion ? 
A. It is important to be sure about the diagnosis. 
Most convulsions attributed to acute uremia are due 
to hypertensive encephalopathy and are best dealt 
with, prophylactically, by an attempt to lower the 
blood pressure. One should study coma from a diag- 
nostic standpoint with spinal tap, blood chemistry, 
etc. If the condition is actually due to renal failure 
the prognosis would be very grave, indeed, and such 
measures as blood transfusion to overcome the anemia, 
sixth molar lactate injections to overcome acidosis, 
efforts to re-establish water and electrolyte balance, 
and oxygen inhalation would probably be necessary. 


Myositis Ossificans 


Q. Within the past two seasons, four football players 
have developed myositis ossificans following trauma 
to muscles. The quadriceps group are most frequently 
involved. What therapy is advised when such injuries 
are seen within 24 hours? What subsequent care? 
Is calcium deposition preventable? What predisposes 
to the development of myositis ossificans ? 

A. Myositis ossificans is understood to be the late 

result of a deep-seated hemorrhage following severe 

trauma to muscles. It usually occurs in the quadriceps 
group. It may involve the deep structures and cause 
attachment to the bone. 

The best treatment immediately after injury is the 
application of ice packs to the thigh to reduce hemor- 
rhage; after 24 hours, hot packs should be used until 
the pain subsides. 

There apparently is no way to prevent calcium 
deposition. Some advocate aspiration of the hema- 
toma but sometimes the hematoma is so deep-seated 
that it cannot be demonstrated. Effective aspiration 
would probably prevent some calcification. It does 
not appear that any general condition predisposes 
one to myositis ossificans. 
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Dexedrine Intoxication 


Q. What is the treatment of choice for an 18-month-old 
child who has taken 5 grains of Dexedrine? (She 
certainly was more than hyperactive for more than 
ten hours.) 


A. The stomach should be washed out with copious 
amounts of warm water. 

If the child is excited and agitated, a barbiturate 
should be used. A grain (65 mg.) of phenobarbital 
should be given intramuscularly at once to an 18- 
month-old child, and may be repeated in 20 to 30 
minutes if the agitation persists. Rectal sodium pheno- 
barbital may be given in a small retention enema if in- 
tramuscular injection is not practicable. 

If coma is present, symptomatic and supportive 
treatment is indicated. Barbiturates are contraindi- 
cated in this stage. 


Surgery for Hydrocephalus 


Q. Is there any satisfactory operative procedure for hy- 
drocephalus ? 


A. Yes, there are quite satisfactory operations for hy- 
drocephalus, provided the operation has been accom- 
plished before there has been irreparable damage to 
the brain. 

There are two types of hydrocephalus: communi- 
cating and noncommunicating. 

The communicating hydrocephalus is best treated 
by creating a fistula between the spinal subarachnoid 
space and the peritoneal cavity. 

Noncommunicating hydrocephalus is treated by es- 
tablishing a communication between the ventricles of 
the brain and the cisterna magna, by means of a plastic 
or rubber tube. 

For a complete summary of details of the treatment 
of these two interesting conditions, the reader is re- 
ferred to a new book by Frank D. Ingraham and 
Donald D. Madison, entitled Neurosurgery of Infancy 
and Childhood. The publisher is Charles C Thomas, 
Springfield, 


Asthma in Infancy 


Q. What is the treatment for asthma in a child under 
3 years of age? 
A. Itis generally acknowledged that the earlier a child 
is treated for asthma, the better. Scratch tests and—if 
the necessary caution is employed—intradermal tests 
for some of the key foods and inhalants are indicated. 
Should they not be conclusive or should it be too diffi- 
cult to test a small child, passive transfer tests on a non- 
allergic individual are very satisfactory in the majority 
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of cases. In children who have recently acquired allergic 
symptoms, the tests are not very helpful. 
On the basis of the tests and the history, one s/ould 


employ intensive desensitization for pollen and fungi 


in summer and for house dust in winter, as well as a 
temporary dietary regimen. In the majority of children, 
desensitization with the causative pollens is suflicient 
to induce considerable improvement throughout the 
year, since pollen originally initiates the asthmatic 
state in the majority of cases. 

If infection is prevalent, as indicated by the leukocyte 
count, the sedimentation rate and the appearance of 
the sputum, antibiotics are necessary. It should be 
borne in mind that symptom of nasal allergy and epi- 
sodes of frequent pneumonitis may result from sensiti- 
zation rather than from infection. 

Only in emergencies and in chronic status asthma- 
ticus are ACTH and cortisone indicated and then, only 
as long as absolutely necessary. Antihistaminics and 
epinephrine-like drugs should be avoided in general, 
but sometimes it is impossible to do without them. 
Aminophylline suppositories and intravenous injec- 
tions of aminophylline, as well as 0.1 to 0.3 cc. of epi- 
nephrine, are still the most effective symptomatic 
remedies. Sublingual Isuprel and epinephrine-like 
aerosol inhalants may be helpful, provided they are 
employed only for a short period of time. Any routine 
medication is contraindicated in chronic asthma. 


Question of Leukemia 


Q. A 72-year-old, white woman has the following blood 
puture: 


Hgb. 20.0 Gm. Metamy 3 
RBC 40 mil. Bands 40 
wesc 43,200 thous. Segs 47 
vec 37% Lymphs 9 
HW. 5 units Monos 1 
Eos. 122/mm* 

Platelets 1,200,000 

RBC—slightly hypochromic 


Platelets—Smear would show a normal count except for occasional 
gigantic clump which makes over-all picture greatly increased. 
Her NPN is 103 mg.; one month ago her WBC 
count was 36,000. Is this leukemia? I would like to 
have your opinion regarding the advisability of the 
use of nitrogen mustard, TEM or Myeloran at this 
stage. 
A. The data show azotemia, hypochromic anemia and 
leukocytosis with a shift to the left. In order to decide 
whether or not the patient has leukemia, further 
studies are necessary, including bone marrow exall- 
ination and careful clinical evaluation. At the moment, 
a diagnosis of leukemia has not been established, and 
it would be unwise to start treatment for that disease. 
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American Association 
for the Advancement of Science 


(Berkeley, Calif.; Dec. 26-31.) Eacu pack of cigarettes 
smoked may cut six hours off the life of the average 
smoker, if he has continued the habit for ten years or 
more. Pack-a-day smoking over a lifetime thereby 
would shorten life by 10 years, on the basis of results 
found in U.S. and British smoking studies. Even tiny 
doses of radiation also apparently have definite life- 
shortening effects on humans. The small chest x-ray 
picture, giving two roentgens of radiation, is enough 
to shorten the average life by ten days.—Dr. Harpin 
B. Jones, University of California. 

> A NEw pain-killing drug obtained from cobra venom 
is being used successfully as a substitute for morphine 
in cases of severe protracted pain, such as cancer and 
tic douloureux. A main advantage is that it is not 
habit-forming. The cobra toxin is a purified material 
separated out of the venom of certain Indian and 
Egyptian cobras.—Dr. Davm I. Macut, Mt. Sinai 
Hospital, Baltimore, Md. 

> Swimmer’s rrcH is becoming fairly widespread in the 
western United States. Caused by a microscopic blood 
fluke which penetrates the skin, the ailment brings a 
skin rash and allergic reaction that lasts a week or more. 
Many lakes and streams are infected with the organ- 
isms which are parasitic on some kinds of snails and 
W. Macy, Reed College, Portland, 
> Insecrions of the enzyme lysozyme often can halt 
the growth of or bring about apparently complete dis- 
appearance of transplanted cancers in mice. The en- 
zyme, common in egg white, was effective when given 
carly after transplantation of the tumors. It has not yet 
been tried on human cancers. The rationale for exper- 
menting with it was observation that cancer patients 
have more lysozyme in their blood than normal people. 
Investigators reasoned that the body perhaps was pro- 


Here each month are published notes of progress 

in diagnosis and treatment as reported at recent medical meetings. 
GP's aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 

in the daily press and weekly newsmagazines. Report of a new theory 
or therapeutic claim here, prior to its formal publication 

in the medical literature, is not to be regarded as endorsement 

or verification by the editorial staff. 


MEDIGRAMS 


ducing more enzyme in attempts to control the can- . 
cer.—Drs. Orro E. Lossrein and E. I. Durkin, Chem- 
Tech Laboratories, Beverly Hills, Calif. 

> Sper BITES, especially from black widow spiders, 
poison thousands of persons annually. Pain of muscle 
spasm caused by the bites is usually relieved by injec- 
tions of calcium gluconate, and antiserum is useful if 
administered promptly enough.—Dr. Emm Bocen, 
Olive View, Calif. 

> Reserpine has produced excellent results in the 
treatment of neurotic and psychotic patients, especial- 
ly in cases of severe schizophrenia. Of 150 chronically 
disturbed patients, most of them schizophrenics, who 
had failed to improve on either insulin or electric- 
shock therapy, 21 per cent were ready for release at 
the completion of three to four months of treatment 
with reserpine. This represented a considerable im- 
provement over the discharge rate that might have 
been expected with other forms of therapy for such 
patients. During treatment with reserpine, two side 
effects occasionally developed: (1) a typical Parkin- 
sonian syndrome that disappeared within a few weeks 
upon reduction of treatment dosage; (2) an organic 
type of mental confusion that also appeared to respond 
to reduced dosage, but had to be watched carefully by 
the physician.—Dr. Natuan S. Kune, Rockland State 
Hospital, Orangeburg, N.Y. 


In the English News 


Queriss about a drug treatment for baldness are in- 
spired by news reports from England. The sequence of 
events is this: Dr. John Kelvin of Glasgow reported in 
the British Medical Journal that fuzzy growths of head 
hair appeared on two elderly men taking pyridyl car- 
binol for an artery ailment. Next it was disclosed that 
two physicians were studying hair-growing effects on 
a group of more than 100 men and women, and two 
of the volunteers in that project thought they were 
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growing new hair. The directing physicians’ own as- 
sessment is to be made later. A U.S. medical spokes- 
man said the drug, known here as 3-pyridine meth- 
anol, a vitamin By, derivative, has been reported to 
make hair turn darker, but there is no evidence it 
stimulates growth of hair on bald pates. 


American College of Chest Physicians 


(St. Louis, Mo.) Ir orren Happens that the reason for 
a pleural effusion is not apparent from usual tests. In 
this kind of case, instead of assuming that “pleural 
effusion is due to tuberculosis until proved other- 
wise,” a pleural biopsy should be done. A piece of 
parietal pleura can be obtained easily and safely 
through a small intercostal incision. This method gave 
a quick definite answer in the 15 cases in which it was 
tried.—Dr. Sot Katz, Georgetown University Medical 
School, Washington, D.C. 


New York County Medical Society 


A NEW CAUTION that antibiotics are being overused and 
abused came from the New York County Medical So- 
ciety’s Special Committee on Child Welfare. It de- 
clared antibiotics should not be used in absence of 
evidence of infection, or when the patient has not 
been seen by a physician. If pus has formed, its 
evacuation is the first important thing, not antibiotics. 
Dosage should be continued until all symptoms 
and signs of infection have disappeared, and a single 
dose never should be primarily prescribed. A careful 
check should be made for signs of hypersensitivity. 


National Association for Mental Health 


THE AVERAGE DOCTOR needs more knowledge about 
mental and emotional disorders, declares Dr. Norman 
Q. Brill, psychiatrist of the University of California 
School of Medicine. ‘Doctors in general consider it a 
disgrace to miss an organic lesion, but somehow do not 
seem to mind so much missing a functional disorder,” 
he writes in Mental Hygiene, with his article summed 
up in a press release from the National Association for 
Mental Health. “Much more can be done in the treat- 
ment of psychoses or psychoneuroses than can be done 
to cure multiple sclerosis, polio and many types of 
heart disease. It is the traditional approach of medicine 
more than anything else that perpetuates the emphasis 
on the organic and the neglect of the emotional.” But, 


he adds, public insistence and education will change 
this attitude. “More and more patients are expecting 
their physicians to be interested in them as people 
rather than as a conglomeration of organs, and the 
physician who continues to ignore the psychological 
side of medicine will be like the one who hasn’t learned 
about antibiotics.” 


Greater N. Y. Dental Meeting 
(New York, N.Y.) Inrants may develop face and jaw 


deformities from sleeping too much on their stomachs. 
It was suggested that the stomach-sleeper be rotated 
occasionally during the early months of life when he 
is apparently unable to turn by himself. ‘Stomach- 
sleeping is often responsible for narrowing of the 
upper dental arch, resulting in a cross bite which 
usually causes the child to have to swing the lower jaw 
to one side in order to close the posterior teeth.”— 
Dr. L. B. Hictey, University of North Carolina School 


of Dentistry. 


Southwestern Medical School 


Hypnosis is being studied as a means of relieving pain 
in severe burns at the University of Texas South- 
western Medical School, Dallas. In an initial case, a 
severe burn was debrided and dressings changed with- 
out pain for a man who had been given post-hypnotic 
suggestion. Hypnosis is also being investigated as an 
aid in stimulating appetites in those patients who re- 
fuse to eat. 


In the Surgical Supply Field 


A NEw type of bandage designed not to stick to a 
wound, and so not pull and hurt upon removal, is due 
to be made available soon. It is a lock-knitted section 
of rayon cloth, impregnated with a special slippery 
emulsion. This is applied to the wound, then gauze or 
cotton is applied atop of it, whatever dressing in the 
physician’s opinion is best suited for the particular in- 
jury. Blood or other fluids cannot stick to the gauze or 
cotton, nor does the growing new tissue become en- 
meshed in the holes of the rayon. The rayon comes off 
without sticking. Any emulsion on the wound, unlike 
petrolatum, can easily be washed away with water or 
salt solution. So new it had not yet been given a name 
at this writing, the new bandage isa product of research 
by a New Jersey firm, Johnson & Johnson. 
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Anesthesia in General Practice. 4th ed. By Stuart C. Cullen, M.D. 
Pp. 312. Price, $5.00. The Year Book Publishers, Inc., Chicago, 
1954. 

Tuts is a comprehensive discussion of anesthesiology from 
which the author has intentionally excluded such details 
as are not required in a basic text. Emphasis is placed on 
fundamental and practical considerations and a plea is 
made for use of common sense rather than reliance on 
routine. 

All commonly used anesthetic agents, as well as the de- 
pressant drugs, are described with a brief pharmacology of 
each. A short chapter on regional, infiltration and topical 
anesthesia is included, and spinal and caudal analgesia are 
well covered. Complications and pitfalls are described in 
detail together with treatment and antidotes. A chapter on 
oxygen therapy describes the use of this agent, not only in 
anesthesia, but for all conditions in which it is indicated. 
The signs of anesthesia in the various planes are fully de- 
scribed in the text as well as in graphic form. Recognition 
and treatment of shock are described in concise language. 
This fourth edition includes a new chapter on ventilation 
and an extensive revision of the chapter on curare and 
other muscle relaxants. 

Relatively large doses of morphine are suggested, es- 
pecially in children, contrary to the caution sometimes 
advised in the use of opiates in young patients. 

Large, clear type is used on glossy paper of good quality. 
There are a number of excellent illustrations and several 
very complete tables. Cartoons eloquently emphasize “‘do’s 
and don’ts” as well as add a touch of spice. The text is 
well written in easy flowing language. 

This is an excellent book for anyone giving anesthetics or 
doing surgery—and especially for the part-time anesthetist. 

—R. R. BECKER, M.D. 


Clinical Pathologic Conferences of Cook County Hospital: Vol. J, 
Cardiovascular-Renal Problems. By Hans Popper, M.D. and 
Daniel S. Kushner, M.D. Pp. 326. Price, $5.00. The Blakiston 
Company, Inc., New York, 1954. 


THE foreword to this excellent volume states: ‘In the prac- 
tice of medicine many challenging questions arise, and 
often a satisfactory answer to them never becomes avail- 
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Practitioner's Bookshelf 


able. It may therefore be enlightening to read solutions to 
some of these clinical problems as they are derived from 
pathologic analysis.” 

This book, which presents verbatim the Clinical Patho- 
logic Conference discussion of 26 cases in the field of 
cardiovascular-renal disease, opens to the practicing 
physician the treasures of the widely known C.P.C.’s of 
one of the country’s best known teaching institutions. 

Most physicians enjoy and derive benefits from this form 
of medical education. The reviewer believes that this well- 
printed and adequately illustrated volume will stimulate 
the reader, whether general practitioner or specialist, to 
think more deeply about each of his cases in the course of 
his daily practice. —James G. Simmons, M.D. 


Emergency Treatment and Management. By Thomas Flint, Jr., 
M.D. Pp. 303. Price, $5.75. W. B. Saunders Co., Philadelphia, 
1954. 


Tuts book, Emergency Treatment and Management, is in 
outline form for quick and ready reference in case of 
emergency. It comprises material on practically every 
known emergency in a form which is readily available. The 
discussions are concise and the treatments are definite. 
The book contains many helpful suggestions, even to the 
obtaining of emergency permission and releases, and 
where they are indicated. 

It is my opinion that this volume should be at hand in 
the office of every doctor, every ambulance and every 
emergency room. If the volume is readily available, I feel 
sure that many lives will be saved by reference to it. 

—Matcom E. PHELPs, M.D. 


A Manual of Tropical Medicine. 2nd ed. By Thomas T. Mackie, 
M.D., George W. Hunter Ill, Ph.D. and C. Brooke Wirth, 
M.D. Pp. 907. Price, $12.00. W. B. Saunders Co., Philadel- 
phia, 1954. 


Tuis book is very inclusive and covers primarily all the 
diseases that will be encountered by the military in tropical 
and subtropical areas. The different virus diseases, nutri- 
tional diseases, effects of heat, epidemic hemorrhagic fever 
and medically important molluscs are fully discussed. Be- 
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New from 


The Mask of Sanity 


This volume grew out of an old conviction which in- 
creased during several years that the author sat at 
staff meetings in a large neuropsychiatric hospital. 
Many hundreds of such cases as those presented in 
this book were studied and discussed. The diversity of 
opinion among different psychiatrists concerning the 
status of these patients never grew less. Little agree- 
ment was found as to what was actually the matter 
with them. No satisfactory means of dealing with them 
was presented by any psychiatric authority. Mean- 


Varicose Veins 


So many new developments have occurred in the treatment 
of varicose veins that the author was required to almost 
completely rewrite this volume. In particular, the limitations 
in the use of sclerosants have become generally recognized 
and the surgical treatment by improved methods of stripping 
has been evolved. Again, the views as to the causation of 
varicose ulcers and indeed of the varix itself have been modi- 
fied. Considering the number of people suffering from vari- 
cose veins and the practicality of this volume this is a title 
deserving the consideration of every physician and surgeon. 

By R. ROWDEN FOOTE, London. 2nd Edition. 
285 pages, 199 illustrations. Price, $10.00. 


while their status in the eyes of the law usually made 
it impossible to treat them at all. As a result of these 
observations Doctor Cleckley felt compelled to write 
this book offering a more practical method of dealing 
with these psychopaths—the forgotten men of society. 
In this revision the author has attempted to make 
clearer his concepts of the psychopath’s confusing and 
paradoxical disorder. 

By HERVEY CLECKLEY, M.D., Augusta, Ga. 
Third Edition. 596 pages. Price, $9.50. 


Diseases Affecting the Vulva 


This volume was written in response to numerous requests 
from general practitioners and gynecologists for a book on 
vulval affections from the standpoint of a dermatologist. In 
this revision the subject of Herpes Gestationis is included. 
Additions have been made to the chapter on External Irri- 
tants; also to the section on Deficiency and Endocrine Dis- 
orders. An additional section on Leucoplakia of the Vulva 
has been inserted. Ocular Pemphigus has been added to 
the chapter on Recurrent Ulcers; and Granuloma Inguinale 
to the section on Ulcers of Unknown or Mixed Origin. 
By ELIZABETH HUNT, London. 4th Edition. 236 
pages, 47 illustrations, 17 color plates. Price, $9.00. 


The Shoulder and Environs 


Symptoms in the shoulder region fall naturally into 
three broad groups: shoulder and neck pain, pre- 
dominant shoulder pain, and shoulder plus radiating 
symptoms. This grouping is followed to separate dis- 
orders of the region as a whole; the individual lesion 
is then discussed in detail, including the pathology, 
clinical course, and treatment. Differential diagnosis 
of the common entities of each group is presented in 
table form. Treatment is summarized at the end of 


THE C. V. MOSBY COMPANY 
3207 Washington Bivd., St. Lovis 3, Mo. 


Gentlemen: Send me the book(s) checked with (X). 
(] Cleckley “The Mask of Sanity”.............. $ 9.50 
Feot “Varicose Veins” 10.00 


© Attached is my check. © Charge my account. 


each chapter for quick reference. The techniques of 
the common operations about the shoulder are il- 
lustrated in detail. Operative approaches and radio- 
logical aspects are discussed with anatomy. Pain pat- 
terns of the region have been emphasized and the 
mechanisms and pathways in common disorders are 
described in detail. 

By JAMES E. BATEMAN, M.D., F.R.C.S.(C). 
Toronto. 565 pages, 376 illustrations. Price, $16.25. 


() Bateman “The Shoulder and Environs” ...... $16.25 
(_] Hunt “Diseases Affecting the Vulva”........ 9.00 


GP Volume XI, Number2 


+ 
"a 
= 
age 
GP-2-55 
118 


nade 
these 
write 
aling 
ciety. 
make 
and 


Ga, 


juests 
ok on 
ist. In 
uded. 
Irri- 
e Dis- 
Vulva 
led to 
uinale 
in. 

. 236 


sides these medically important diseases, many others are 
covered from an epidemiologic and therapeutic viewpoint. 
The book is easily read and well illustrated with more than 
300 illustrations. A final section on laboratory techniques 
and preparation of specimens is well written. It is a book 
highly recommended for general practitioners who practice 
in subtropical areas and for those who are interested in the 
health and welfare of the people among whom these dis- 
eases are found. —J. C. SANDERS, M.D. 


A Dynamic Psychopathology of Childhood. By Lauretta Bender, 
M.D. Pp. 275. Price, $7.50. Charles C Thomas Co.. Spring- 
field, Ill., 1954. 


Tuis book deals with psychopathologic responses of the 
child and young adult. It discusses hallucination, imaginary 
companions, fantasy, impulses, compulsions, obsessions, 
sexual conflicts and reactions to such things as death, war, 
comics and fairy tales. It deals with various problems as 
seen in case reports. Individual histories, diagnosis and 
follow-up studies are analyzed. 

The printing is good, but the book lacks illustrations. 

I would recommend the book to students of psychiatry 
and sociology. It would be of interest to the general practi- 
tioner only if he is especially interested in problems of 
child psychiatry. I would not consider it a must for the 
average library. —Robert M. Mavt, M.D. 


Recent Developments in Psychosomatic Medicine. Edited by Eric D. 
Whitthower, M.D. and R. A. Cleghorn, M.D. Pp. 495. Price, 
$10.00. J. B. Lippincott Co., Philadelphia, 1954. 


TuE contents of this book cover just what the title sug- 
gests—recent developments in psychosomatic medicine. 
The various subjects discussed are so broad in scope that 
it is difficult to condense them to the limitations of the 
book. It is evident from the bibliography that the authors 
have done extensive reading and research. 

Though the book accomplishes its purpose, the phrase- 
clogy used is more adapted to that of psychiatry than to 
the general medical man. There are few illustrations. Con- 
centration is needed to properly digest the substance of 
the book. It is not intended for the general practitioner 
unless he is definitely interested in psychosomatic medi- 
cine, in patients rather than in diseases, but is of particular 
interest to the psychiatrist who deals with general medical 
problems. —Lester D. BIBLER, M.D. 


Applied Pathology. 2nd ed. By Charles G. Darlington, M.D. and 
Charlotte F. Davenport. Pp. 470. Price, $4.75. J. B. Lippincott 
Co., Philadelphia, 1954. 


Tus book is written for nurses in training to help them 
correlate their newly gained knowledge with actual clinical 
application. It is a second and revised edition of an earlier 
book. It helps the nurse to apply her anatomy, physiology, 
chemistry and microbiology to her actual clinical work 
with patients, It gives the nurse the use of laboratory tests, 
rather than stressing details of technique. 
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The authors have taken various diseases in the course of 
the book and given the nurse a good idea of what is in- 
yolved in the way of pathology and symptoms. They have 
revised the book using the new terminology and techniques. 
They have taken up various laboratory procedures with 
concise and accurate technique. 

The book is very readable, the printing and illustrations 
are good. This book would be a good instruction text for 
urses, but would be of value to the general practitioner 
only if he wanted it around for the use of his office nurse. 

—Robsert M. Mavt, M.D. 


The Encyclopedia of Child Care and Guidance. Edited by Sidonie M. 
Gruenberg. Pp. 1,016. Price, $7.50. Doubleday and Co., Inc., 
New York, 1954. 


Tuts book, more than 1,000 pages, proclaims itself a ‘‘com- 
prehensive and practical guide for today’s parents, teach- 
ers, social workers, psychologists and doctors.” 

When anyone attempts to do so much for so many, it is 
extremely doubtful whether any benefit is accomplished. 
The scope of such an undertaking is too big. 

I have the feeling that this book would perhaps entertain 
and partially enlighten the “medical article-hungry” lay 
public. I cannot recommend it to our readers. 

—ARTHUR Jay, M.D. 


Clinical Roentgenology—The Head, Neck and Spinal Column. Vol. 
II, By Alfred A, de Lorimier, M.D., Henry G. Moehring, M.D. 
and John R. Hannan, M.D. Pp. 488. Price, $18.50. Charles C 
Thomas Co., Springfield, Ill., 1954. 


ConsisTENT with the format of Volume I (Developmental 
and Systemic Conditions and Local Lesions in the Extremi- 
ties), this material is presented in a clearcut manner. The 
basic technique of examination and a general survey of the 
pathology of the areas in question is presented concisely. 
This volume again provides an excellent source of infor- 
mation for general practitioners, not only to guide them in 
their use of radiologic equipment, but also in assaying the 
proper application of radiology by specialists and of aiding 
in the interpretation of the roentgen report rendered by 
such specialists. —ARTHUR J. PRESENT, M.D. 


A Synopsis of Children's Diseases. By John Rendle-Short. Pp. 608. 
Price, $7.00. Williams and Wilkins Co., Baltimore, 1954. 


Many physicians feel that the field of pediatrics is general 
practice limited to the early age group, creating the im- 
pression that there are not too many special problems over 
and above what one encounters in treating patients of all 
age levels. This, of course, is an erroneous impression. 

The author has as his goal to place in the hands of the 
medical profession, including the medical student, the 
house doctor and the practicing physician, a synopsis-type 
of book dealing with children’s diseases. He has succeeded 
admirably in accomplishing his purpose, including the 
tare cliseases as well as the more commonplace. 

Each disease is well covered in a most systematic fashion 
enabling the reader to easily grasp the over-all picture 
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in the shortest possible time. There is, however, a flexi- 
bility in the amount of material offered, based upon the 
extent of the problem discussed and its importance in the 
physician’s practice. For example, the section on gastro- 
enteritis is purposely detailed, as the correct management 
of this disease is the key to the control of infantile dehydra- 
fion and biochemical upset of whatever etiology. Also the 
more commonplace entities, as infant feeding, management 
of the normal child, management of the normal newborn 
baby, respiratory disorders, chickenpox, measles and 
whooping cough are widely covered. Tuberculosis is han- 
dled in a most complete manner. Although diphtheria is 
not frequently encountered, a reference enabling one to 
quickly re-establish himself so that the situation may be 
properly managed is desirable. This one can find here. 

Quite naturally a compend type of presentation must be 
in small print. This feature does not detract from the prac- 
tical value of this work, nor does it interfere with readabil- 
ity. There is a dearth of illustrations; however one could 
hardly expect this type of book to have an extensive number. 

As a ready reference, for the purpose of quick review, 
and as a tool to enable one to better diagnose, manage and 
treat children’s diseases, this book is recommended as a 
valuable addition to a medical library and especially as a 
book to aid the physician in general practice. 

—Joseru LINDNER, M.D. 


Metabolic interrelations. Edited by Edward C. Reifenstein, Jr., 
M.D. Pp. 386. Price, $5.00. The Josiah Macy, Jr., Foundation, 
New York, 1954. 


Tuts book contains the transactions of the Fifth Conference 
on Metabolic Interrelations, in which a distinguished group 
of investigators exchanged data, ideas, observations and 
methods of research, with special reference to calcium 
metabolism. 

Basic and new concepts regarding calcium dynamics are 
discussed as separate problems and are accompanied by 
excellent photomicrographs and graphic charts. The rela- 
tionship of the organs concerned in calcium ion transfer, 
such as the parathyroids, bones and kidneys, is thoroughly 
discussed. The mechanism of action of vitamin D and para- 
thyroid hormone is discussed, as well as their relationship 
to citrate metabolism. 

The chapter on adaptation to low calcium intake is of 
especial interest since it is related to the practical problem 
of adequate calcium intake. 

Except for the study of precise problems, in all prob- 
ability this book would not have very much to offer the 
general practitioner. It would, more than likely, be excel- 
lent for the internist and endocrinologist. 


—QUENTIN CRAMER, M.D. 


Surgical Forum. Proceedings of the forum session, 39th clinical 
congress, American College of Surgeons, Chicago, 1953. Pp. 
752. Price, $10.00. W. B. Saunders Co., Philadelphia, 1954. 


Tus volume is a very careful selection of the major investi- 
gations by surgeons in the many fields of surgical activity. 
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Although this volume is primarily written for surgeons, it 
js amazing how much valuable and very recent information 
there is for anyone interested in the practice of medicine. 

One would think that such a volume would be dull and 
dificult reading, but most of it is so filled with knowledge 
interestingly presented that the reader catches the enthu- 
siasm of the authors. The discussions, explanations of the 
newer concepts of the physiology and pathology surround- 
ing the operative procedures are so excellent that anyone 
interested in surgery at all would gain immensely by refer- 
ring to this contribution. - 

Although there is a large section devoted to cardio- 
vascular surgery, the associated discussion of the physiol- 
ogy surrounding these procedures again justifies strong 
recommendation of this book for the progressive general 
practitioner. I can say without hesitation that this has been 
one of the most pleasant books that I have ever attempted 
to review. It is filled with a wealth of new information in 
regard to surgical techniques, physiology, etc. However, it 
isnot a volume you will wish to skim over lightly, but one 
with which you will wish to spend adequate time. 

—Ho.tanp T. Jackson, M.D. 


“I suppose you realize that I’ve run out of 
cheeks to turn!” 
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News 


Academy To Inaugurate Largest Closed-Circuit TV Symposium February 24 


Complete Program Set for Symposium Originating Out of New York Studios 


Fina PLANS have been laid for the AAGP’s official 
launching into television on February 24 which will 
be the largest postgraduate closed-circuit television 
symposium ever staged. It will originate in CBS Tele- 
vision Studios in New York City at 6 p.m. (EsT) and 
will be transmitted to 58 cities through the facilities 
of Box Office Television. 

More than 15,000 members of the American Acade- 
my of General Practice and their guests will gather in 
34 states and in Canada to view the program. The 
symposium is sponsored by the Academy and Wyeth 
Laboratories. 

“Management of Streptococcal Infection and its 
Complications,” the new title, pinpoints the entire 
program. The topics of each of the six nationally- 
known medical authorities who will discuss various 
phases of this subject have also just been released. 

Dr. William B. Hildebrand, Menasha, Wis., presi- 
dent of the Academy, will open and preside over the 
program from New York. The guest speakers, in the 


Academy President W. B. Hildebrand 
will open the world’s largest closed- 
circuit TV medical symposium from 
CBS studios in New York City. 


order of their appearance, and their topics are as 
follows: 

Lowe. RanTz, M.D., associate professor of medicine, 
Stanford University; “Epidemiology of Strepto- 
coccal Infection.” 

Joun Kerrn, M.D., in charge of Cardiac Clinic and 
Service, Hospital for Sick Children, Toronto; 
“Complications of Streptococcal Infection.” 


All phases of streptococcal infection will be covered by a sextet of the nation’s leading physicians—five of whom are shown here. Left to 
right are Dr. Keith Hammond, Dr. C. H. Rammelkamp, Dr. B. B. Breese, Dr. Gene H. Stollerman and Dr. Lowell A. Rantz. The sixth parti- 


Cipant, Dr. John Keith, is not shown. 
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ALaBaMA, Birmingham 
Mobile 
Arizona, Phoenix 
CauirorniA, Fresno 
Los Angeles 
San Francisco 
Denver 
District or COLUMBIA 
Washington 
Frorwa, Jacksonville 
Miami 
Atlanta 
Chicago 
Inp1anA, Indianapolis 
Iowa, Des Moines 


Kansas, Kansas City 
Wichita 
Kentucky, Louisville 
Loutstana, New Orleans 
MARYLAND, Baltimore 
MassacHuseEtTTs, Boston 
Micuican, Detroit 
Minnesota, Minneapolis 
MississipPt, Jackson 
Missourt, St. Louis 
Omaha 
New York, Albany 
Brooklyn 
Buffalo 
New York City 


CITIES PARTICIPATING IN FEBRUARY 24 TV SYMPOSIUM 


- PENNSYLVANIA, Philadelphia 


New York (cont.) 
Rochester 
Syracuse 
Nortu Carona, Raleigh 
Onno, Cincinnati 
Cleveland 
Columbus 
Toledo 
Oxtanoma, Oklahoma City 
Orecon, Portland 


Texas, Dallas 

El Paso 

Houston 

San Antonio 
Uran, Salt Lake City 
Vircini, Richmond 
WaAsHINGTON, Seattle 

Spokane 
West Charleston 
Wisconsin, Milwaukee 
Canaba, Montreal 

Ottawa 

Toronto 

Kingston 

Quebec 


Pittsburgh 
Soutu Carouina, Columbia 
TENNESSEE, Memphis 
Nashville 


Burtis B. BREESE, M.D., assistant professor of pedi- 
atrics, University of Rochester, New York; ““Diag- 
nosis and Treatment of Streptococcal Infection.” 

Gene H. STOLLERMAN, M.D., medical director, Irving- 


ton House, Irvington, New York; ‘Prevention of 


Rheumatic Fever.” 

C. H. RaMMELKAMP, JR., M.D., director, Strepto- 
coccal Disease Laboratory, Cheyenne, Wyoming; 
“Summary.” 

Kerrh M.D., member of the American 
Academy of General Practice; “Applications to 
General Practice.” 

Dr. Rantz, who will lead off the discussions will 
present the changing pattern of streptococcal disease 
in different age groups. Dr. Keith will discuss the 
complications of beta hemolytic strep infections, em- 
phasizing particularly rheumatic fever. In the diagnosis 
and treatment phase of the subject, Dr. Breese will 
call attention to the lack of development of acute 
rheumatic fever in his adequately treated children. 


Los Angeles Assembly Program To Close on a 


Tue Last Day of the Los Angeles Assembly program 
makes up for its shortness (since it closes at noon) by 
increased stress on uniqueness and interest. The com- 
mittee is convinced that this is the most unusual half- 
day program ever incorporated into any medical meet- 
ing. At the same time, however, you need fear no less- 
ening in the proportion of “take home pay” education 
which will be supplied to you during these closing 
hours of the 1955 Assembly. 

For example—the opening session, which will be 
devoted to problems of “The Athletic Injury.” The 
Committee on Scientific Assembly reasoned that prac- 
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This presentation will be based on his extensive experi- 
ence in private practice. 

The fourth participant, Dr. Stollerman, will point 
out that, in preventing rheumatic fever, prevention of 
the initial attack as well as prevention of recurrent 
attacks must be considered. Dr. Rammelkamp will 
review the whole subject with emphasis probably on 
the importance of eradicating the streptococcus 
from the body, nephritis as a nonsuppurative compli- 
cation and possibly data on drug toxicity. 

The latter part of the program which will be allotted 
to Dr. Hammond will be a question and answer 
period. Panel participants will ask questions raised 
during the symposium on the application of the data 
in general practice. 

In each city receiving the symposium either a state 
or local chapter officer will preside at the respective 
closed gatherings. 

The cities which will participate in this giant pro- 
duction are shown above. 


High Note 


tically every general practitioner finds himself at some 
time in the position of having to function, either off- 
cially or extemporaneously, in connection with an in- 
jury on the athletic field or gymnasium floor. Often 
this also involves the responsibility of deciding whether 
the injured boy’s condition will permit him to return 
to the fray, whether he may be allowed to remain on 
the bench to follow the fortunes of his teammates, oF 
whether injuries indicate immediate hospitalization. 
But “athletic injury” is not a subject listed in medical 
school curricula and the average family physician has 
little opportunity to acquire experience in this field, 
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beyond the usual automobile accident traumas that 
come under his care. 

The physician who comes to Los Angeles next 
month will return home far better equipped to meet 
these emergencies intelligently, for the committee has 
assembled a panel of three of the country’s top author- 
ities on the subject. The moderator—quite properly a 
man of medicine—is James T. Harkness, M.D. Dr. 
Harkness is—and has been since 1936—chief physi- 
cian to the Athletic Department, University of Cali- 
fornia. His long experience in the medical problems of 
contact sports, equalled by few other physicians in the 
country, has enabled his university to maintain an en- 
viable record in athletic injury prevention and care. 
He accompanies the California athletes to all of their 
contests and has become as much a part of the “team” 
as the players themselves. Also associated with Cowell 
Memorial Hospital at the University, Dr. Harkness is a 
member of the American College of Surgeons and the 
American College of Chest Physicians. 

The second panel member is also very much asso- 
ciated with the University of California. Mr. Lynn 
“Pappy” Waldorf has been head football coach since 
1947. Waldorf has one of the most outstanding coach- 
ing records in gridiron history. Since 1926, in six dif- 
ferent universities, teams under his tutelage have main- 
tained an unprecedented winning percentage of .625. 
When he came to California, the school had not known 
a winning team since 1938. In the next three years the 
Bears marked up three consecutive conference titles 
—making a total of eight conference crowns for Wal- 
dorf-coached teams. He is equally distinguished, how- 
ever, for a reputation of never letting the urge to win 
supersede his interest in the welfare of the boys under 
his guidance. It is in this role that he will talk to us in 
Shrine Auditorium. 

This athletic triumvirate is rounded out by the best- 
known (and many say the most able) athletic trainer in 
America—Mr. Eddie Wojecki, of Rice Institute. He 
has been with that school for ten years and has been 
training college athletes since 1930. He was head train- 
er of the 1952 United States Olympic Teams; the only 
man to serve five years as training lecturer at the coun- 
try’s largest coaching school; the selection of the 
Sportswriters’ Association in 1946 as the outstanding 
college trainer. His training background is not limited 
to football, but also includes basketball, baseball, track, 
tennis, swimming and boxing. In addition to a reputa- 
tion as a top man in the treatment of injuries, Wojecki 
is recognized for his abilities as a morale builder in 
young collegians. 

These three experts will start with a discussion of 
the importance of correlating responsibilities of the 
staff, the role of diet and training, and precautions ini- 
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M. Digby Leigh, M.D. . Charles P. Larson, M.D. 


tiated by the coaches’ association to eliminate injuries. 
A review of the most common and dangerous injuries, 
with special reference to early diagnosis, testing and 
treatment will be presented. Dr. Harkness gives assur- 
ance that the entire discussion will be held to a prac- 
tical working level, with minimal dependence on either 
liniment or statistics. He hopes there will be time for 
answering specific questions from the audience. 


SESSION 


Immediately after the morning recess, the audience 
will be privileged to hear one of the finest speakers in 
the entire field of medical education. M. Digby Leigh, 
M.D., is Associate Professor of Surgery (Anesthesia) 
at the University of Southern California and Chief of 
Anesthesiology at Children’s Hospital, Los Angeles. 
Formerly associated with McGill University and the 
University of British Columbia, his fame as a lecturer 
and scintillating platform speaker, which preceded him 
to the States, is equaled only by his reputation as an 
authority on anesthetics. Among his many society af- 
filiations, Academy members will be particularly inter- 
ested in his membership on the Subcommittee of the 
American Society of Anesthesiologists on Postgradu- 
ate Education of General Practitioners. Co-author of 
Pediatric Anesthesia and corresponding editor of two 
anesthesia journals, Dr. Leigh has made many other 
contributions to the literature in his chosen field. 
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In a brief summation of the points to be covered in 
his paper on “Complications of Anesthesia,” Dr. Leigh 
indicates that the every-day practice of anesthesiology 
“is rapidly becoming another interesting function of 
the general practitioner.”” He goes on te say: “As im- 
proved anesthesia has extended the scope of surgery, 
so too does good surgery make anesthesia safer. There 
are certain basic considerations which, if neglected. 
can be catastrophic.” Among these he will enumerate 
the guarding of airway patency, the maintenance of 
adequate ventilation and the maintenance of efficient 
circulation, positioning of the patient to minimize neu- 
rologic sequelae, prevention of convulsions, and vari- 
ous mistakes which might produce trauma. He will in- 
dicate, in each instance, the warning signs and effec- 
tive precautionary measures. 

The final lecture of the 1955 Assembly is guaranteed 
to hold every doctor until the closing sentence. The 
subject is ‘Medical Aspects of Crime Detection.” The 
speaker will be Charles P. Larson, M.D. 

Recognized as the nation’s top authority on forensic 
pathology, Dr. Larson’s experience included service as 
pathologist in charge of War Crimes Investigation for 
Southern Germany, 1944-45. He has been responsible 
for the adaptation of many medical laboratory tech- 
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niques to crime detection and is constantly consiilted by 
law enforcement authorities. He is Assistant Clinical 
Professor of Pathology at the University of Was|ington 
and in the College of American Pathologists he is , 
member of the Board of Governors and Chairman of 
the Committee of Forensic Pathology. Dr. Larson has 
contributed some 60 original articles to the medical 
literature. 

Dr. Larson will point out that, while the coroner 
system of medicolegal investigation is obviously anti. 
quated and should be replaced by the more moder 
medical examiner, this is not possible or feasible in all 
communities and states. 

In recent years many general practitioners, realizing 
their community responsibility, have volunteered to 
serve as coroners, with great credit to themselves and 
the profession. As a guide to these and other civic- 
minded family physicians, Dr. Larson proposes to out- 
line the basic fundamentals which any doctor should 
strive for in the operation of a coroner’s office, illustrat. 
ing these fundamentals with selected cases from his 
files over the past 15 years. It will be, undoubtedly, one 
of the most interesting presentations in the Academy's 


seven successive Assemblies and will, we hope, stimv- 


late the thinking of many who hear it. 
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Ladies’ Tour at Assembly Will Highlight 
Hollywood, Beverly Hills, the Beach 


WepNESDAY activities for the ladies at the Seventh An- 
nual Scientific Assembly in Los Angeles next month 
will center around a tour of Hollywood, Beverly Hills 
and the beach, all highlights of the Los Angeles area. 

Mrs. Merlin Newkirk, chairman of the Ladies’ En- 
tertainment Committee, says this tour was chosen be- 
cause of the wide selection of outstanding places to see 
which really typify this section of California. 

The tour, which will take about three hours, will in- 
clude visits to see homes of movie stars in Beverly Hills 
and, in Santa Monica, the beach homes of the stars. 
While at the beach the ladies will also have a wonder- 
ful view of the Pacific Ocean. Interesting sights in Hol- 
lywood, will include the Brown Derby, hat-shaped res- 
taurant ; Hollywood Boulevard ;and Grauman’s Chinese 
Theater. The tour will also include the campus of the 
University of California at Los Angeles, Will Rogers 
Memorial Ranch, and the National Soldier’s Home. 

The committee has also made arrangements for the 
ladies to visit Saint Sophia Greek Orthodox Church 
which movie magnate Charles Skouras built. Although 
the Greek Cathedral was not originally included in the 


FOR TH ERAPY 


| me. per day 


Wentitied, purified and introduced by CiBA 


tour, the Ladies’ Committee felt it was something the 
visitors would not want to miss. 

A kaffeeklatsch is scheduled at 10:30 Wednesday 
morning in Hotel Statler preceding the tour. Coffee 
and sweet rolls will be served. Organ music will pro- 
vide a delightful background for an informal party of 
visiting and getting acquainted. 

Wednesday activities will close with the President’s 
Reception at 9 p.m. which is the highlight of the Assem- 
bly’s social events. All members and their wives and 
guests are invited to attend the reception which will 
be held in the Ballroom of Hotel Statler. 

On Monday, the opening day of the Assembly, all 
ladies are invited to attend the first session of the scien- 
tific program. It will be of particular interest to all the 
wives, especially the panel discussion on ‘Preserving 
the Doctor’s Life and Usefulness.” 

The annual luncheon-fashion show will be held on 
Tuesday in the Biltmore Bowl at the Biltmore Hotel. 


American Public To Share in Assembly 
Activities Through “March of Medicine” 


A TELEVISION bow to the American general practitioner 
will be made on the ‘‘March of Medicine” network pro- 
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gram during the Academy’s Seventh Annual Scientific _ their military service are eli- 
Assembly in Los Angeles. gible for these general prac- 

The special half-hour television program from Los __ tice residencies. At a recent 
Angeles will bring a report on the Academy’s Assem- _ meeting of the Mead Johnson 
bly and will be telecast over more than 60 stations of | Award Committee in Miami, 
the National Broadcasting Company network coast- _ the committee chairman, Dr. 
to-coast. Fred A. Humphrey, Fort 

It will be the second in the spring series produced _— Collins, Colo., brought up 
and sponsored by Smith, Kline & French Laboratories the problem of award win- 
to report major medical meetings to the lay public. __ ners being called to military 
Presented in cooperation with the American Medical _ service and their desire to 
Association, “March of Medicine” for 24% years has _ postpone the residency train- , 
been reflecting th sitive story of medical progress i d ipt of the award Chairman of the Aca. 
g the positive story edical progre ing and receipt of the award 9) 435 Mead Johneo, 
in a factual, documentary series featuring reports by _until they return from mili- — 4ward Committee who will 
medical authorities themselves. tary duty. This has been a —_ announce the winners. 
constant problem. 

The committee decided there could be no “hold- 
overs” since the intent of the program is to assist ten 
young physicians each year in obtaining training in 
THE APPLICATION PERIOD for the annual Mead Johnson _ approved general practice residencies. Winners called 
General Practice Residency awards ended February 1 _ to military service will be replaced by other eligible ap- 
and the ten winners for 1955 will be announced in _plicants who will be able to start a residency in the cur- 
March by the Mead Johnson Award Committee during _ rent year. However, a physician who has completed his 
the Academy’s Scientific Assembly in Los Angeles. military service and who has had no other residency 
Interns or young physicians who have completed __ training will be eligible to reapply for the award. 


Chobile 


In middle aged and elderly patients, Chobile corrects chronic 
constipation physiologically. The cholic acid content emuisifies fats, 
helps maintain normal pH, intestinal flora and colonic water balance... 

all important factors in correction of chronic constipation. 

with proper dosage—Begin with 3 or 4 Chobile tabules with each 
meal until a soft, putty-like stool is obtained. Reduce dosage according 
to the consistency of the stool. In severe cases, begin with an 
enema before starting Chobile. 


Fred A. Humphrey, M.D., 


Ten 1955 Mead Johnson Residency Award 
Winners To Be Announced in March 


correct 
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constipation 


Each Chobile tabule contains: 
*Cholic Acid (conjugated as sodium glycocholate & 


*assayed colorimetrically 


Bottles of 50, 100, 500 and 1000. 
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gin their residencies in July and each will receive a 
$1,000 cash award which will assist them in taking the 
residency. 

The residency program which is now in its fourth 
year was set up through a grant from Mead Johnson 
and Company and is administered by the Academy 
through a special committee. Last year the fund was 
increased to allow for ten $1,000 awards annually in- 
stead of five awards as had been previously planned. 

Besides Chairman Humphrey, other committee mem- 
bers are Dr. Fred Simonton, Chickamauga, Ga.; Dr. 
L. F. Rittelmeyer, Jr., Memphis, Tenn.; Dr. M. B. 
Glismann, Oklahoma City; Dr. Janie Topp, Lake 
Charles, La.; and Dr. Edwin Connors, Bridgeport, 
Conn. 


Judges for Annual M & R Awards 
Named by Academy's Award Committee 


THE THREE medical school deans who will serve as 
judges for this year’s M & R Awards have been an- 
nounced by Dr. Faris F. Pfister, Webster, S. D., chair- 
man of the Academy’s M & R Award Committee. 

Dr. Granville A. Bennett, dean of the University of 


The winners who are announced this March will be- 


Illinois College of Medicine; Dr. John Z. Bowers, dean 
of the University of Utah College of Medicine, and Dr. 
Stanley Dorst, dean of the University of Cincinnati 
College of Medicine, the three newly appointed judges, 
will select the two Academy members who contributed 
the most significant articles for publication in GP dur- 
ing 1954. 

Winners will be announced during the Assembly in 
Los Angeles next month. The award, contributed by 
M & R Laboratories, Columbus, Ohio, consists of a 
$1,000 cash award and a handsome bronze plaque. The 
presentation next month will mark the fourth year of 
the program. 

Other members of the M & R Award Committee 
who selected the judges are Dr. Daryl Harvey, Glas- 
gow, Ky. and Dr. James A. Peterson, Salt Lake City, 
Utah. 

Below are listed the members who are eligible for the 
awards, along with the titles of their articles and the 
month of publication. 

March: James E. Reeves, M.D., San Diego, 
Calif., “The Coroner’s Office and the 
Family Doctor.” 

April: Lyman Blair, M.D., Houston, Tex., “A 
New Position for Rectal Examination.” 


To prevent attacks and 
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METAMINE, the new long-acting nitrate 
with the lowest dose and least side ef- 
fects, is now available with butabarbital, 
widely accepted intermediate sedative. 
METAMINE with BUTABARBITAL prevents 
angina pectoris attacks and provides 
“therapeutic relaxation” to help the pa- 
tient adjust to a level of activity within 
his limitations. Dose: Swallow 1 tablet 
after each meal and 1 or 2 at bedtime. 
Vials of 50 tablets. 


unique amino nitrate 


Metamine ...: with 


NEW: 


triethanolamine trinitrate biphosphate, Leeming 


Butabarbital ..... 
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on the OFFICIAL ARGP SPECIAL TRAIN 
fo the LOS ANGELES ASSEMBLY 


Exciting stops and interesting sightseeing 
along the way . . . planned to include 

every point of interest possible . . . 

and all arrangements (hotel, sightseeing, 
transfers, meals, etc,) completed by 

MERELY PLACING ONE RESERVATION! 


LEAVE CHICAGO MARCH 23 
RETURN CHICAGO APRIL 7 


Trip Highlights! 


* Full day in Salt Lake City . . . sightseeing of Old Mormon Trail, 
Brigham Young homes, copper mines. Attend organ recital. 


* All day at glamorous LAS VEGAS. Special cocktail party and 
dinner at lavish Las Vegas hotel. 


x Visit mammoth Boulder Dam. 
* Choice accommodations at LOS ANGELES BILTMORE 


during Assembly. 


* Three days in exciting San Francisco . . . city sightseeing of 
Civic Center, Golden Gate Park, Seal Rocks, Cliff House, etc. 


* Visit of Muir Woods to see the giant redwoods. 
* Gala dinner party in San Francisco. 


* Accommodations at luxurious FAIRMONT HOTEL in San 
Francisco—atop famous Nob Hill. 


x The day at GRAND CANYON enroute home . . . sightseeing 
around rim of the spectacular canyon . . . Indian dances, etc. 


* Breakfasts each day of the trip . . . dinners except in Los Angeles 
and San Francisco (although special dinner party included in 
San Francisco). 


x All transfers of passengers and their luggage. 


* Services of experienced LEE KIRKLAND TRAVEL repre- 
sentatives throughout. 


RATES PER PERSON 
ee $434.00 Two to Bedroom........ $439.00 
Roomette...... 454.00 Two to Compartment.... 464.00 
Two to Drawing Room.. 489.00 


RESERVATION APPLICATION 


LEE KIRKLAND TRAVEL 
1231 Baltimore Avenue, Kansas City, Missouri 


Please enter reservations for my party of ___._______ on the 
AAGP Official Special Train to the Los Angeles Assembly. We desire 
pullman accommodations as follows: 


joining the SPECIAL. 
Altached hereto find my check in the amount of $ 


representing a deposit of $50.00 per person, same to be applied 
against the final billing. 

Name. 

Address 

City. 


May: Jerome Natt, M.D., Roanoke, Va., \ien- 
tal Retardation.” 

June: John S. DeTar, M.D., Milan, Mich., 

“The Family Physician’s Attitude To- 

ward Cancer.” 

George J. Boines, M.D., Wilmington. 

Del., “Management of Anxiety in Polio- 

myelitis.” 

Rubin Klein, M.D., Brooklyn, N. Y., 

**Rheumatic Diseases, Rehabilitation and 

the General Practitioner.” 

Francis T. Hodges, M.D., San Francisco, 

Calif., “Swimming Pool Accidents, In- 

juries and Illnesses.” 

Paul Williamson, M.D., Walsh, Colo., 

“Closure of Lacerations with Cellophane 

Tape.” 

Louis F. Rittelmeyer, Jr., M.D., Memphis. 

Tenn., “Common Sense in Diets.” 

Keith Hammond, M.D., Paoli, Ind., “The 

Child with Fever.” 

Seiberth S. Kety, M.D., Picayune, Miss., 

“A Medical Regimen for Benign Rec- 

tal Disorders.” 

December: W. E. Henrickson, M.D., Poplar Bluff, 
Mo., ‘“‘Gastroduodenal Ulcers in Child- 
hood.” 


October: 


November: 


Gala Trip Planned for Members on Special 
Train Going to Assembly in Los Angeles 


MANY MEMBERS who enjoyed the special train to the 
Academy’s 1951 Scientific Assembly in San Francisco 
will be interested to know that a Los Angeles-bound 
Streamlined Special has been reserved this year for 
the Seventh Annual Scientific Assembly by Lee Kirk- 
land Travel of Kansas City, Mo. 

The Special will originate out of Chicago although 
Academy members may board at Omaha, Denver and 
Salt Lake City. In addition, there will be special cars 
for Assembly-bound doctors out of Kansas City and 
St. Louis which will join the special train in Denver. 

Members leaving on the Special from Chicago will 
gather at 11 p.m. on Wednesday, March 23 in Chi- 
cago’s Union Station for departure on the 16-day 
jaunt. The second day will be spent enroute to Denver. 
There, members on cars from Kansas City and St. 
Louis will join the Special. On Friday the train will 
have reached Salt Lake City and the entire day will be 
spent sightseeing. The day’s activities will include 
visits to Brigham Young’s home, the Mormon Temple, 
the copper mines, the celebrated organ recital in the 
Mormon Tabernacle, and a lovely dinner party before 
departing in the evening. 
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For those who may not find it expedient to take advantage 
of the Assembly Special Train, announced by our official travel agent 

on the preceding page, this condensed railroad schedule, from 38 cities to Los Angeles, 
may be helpful. The information was compiled for the Academy 

by The Federation for Railway Progress, Washington, D. C. 

See Special Train announcement on opposite page. 


Train Schedules to the Los Angeles Assembly 
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NCS#tL-L&N-CEI-SFe 
A&WP-L&N-SP 


6:00 PM EST Mch. 
8:35 AM EST Mch. 


4:13 PM EST Mch. 
5:10 PM EST Mch. 
10:15 PM EST Mch. 


7:30 PM CST Mch. 
1:15 PM CST Mch. 


3:30 PM EST Mch. 
2:45 PM EST Mch. 


PRR-Sou-A& W P-L&N-SP 
B&O/PRR-CNW-UP 


10:15 PM EST Mch. 
11:40 PM EST Mch. 


NYC-NKP-C&NW-UP 8:10 AM EST Mch. 


* 


7:00 PM CST Mch. 
1:30 PM CST Mch. 
7:15 PM CST Mch. 


9:30 AM EST Mch. 
8:30 AM EST Mch. 
9:10 AM EST Mch. 


12:10 PM EST Mch. 
6:25 AM EST Mch. 
12:10 PM EST Mch. 


B&O/PRR-Wab-UP 


NYC/NKP-CNW-UP 


7:50 AM EST Mch. 
8:13 AM EST Mch. 


8:15 PM CST Mch. 
7:50 AM CST Mch. 


7:52 AM EST Mch. 
9:39 AM EST Mch. 


PRR/NYC-CNW-UP 


PRR/NYC-Wab-UP 


6:45 PM MST Mch. 
8:25 AM MST Mch. 


12:15 PM EST Mch. 
7:20 AM EST Mch. 
12:15 PM EST Mch. 26 


4:58 PM CST Mch. 26 
4:58 PM CST Mch. 26 


10:30 AM PST Mch 


9:01 PM EST Mch. 25 
8:35 PM EST Mch. 25 
11:52 PM EST Mch. 25 


6:45 PM CST Mch. 26 
7:40 AM CST Mch. 26 


10:00 AM CST Mch. 26 
9:35 AM CST Mch. 26 
10:42 AM CST Mch. 25 


Indianapolis PRR/NYC-Wab-UP 


30 AM PST Mch. 
15 PM PST Mch. 


8: 
4: 
8:30 AM PST Mch. 
4:15 PM PST Mch. 
9:00 AM PST Mch. 
0: 


30 AM PST Mch. 
4:15 PM PST Mch. 


10:30 AM PST Mch. 


7:30 AM PST Mch. 


10:30 AM PST Mch. 


7:30 AM PST Mch. 
9:00 AM PST Mch. 


8:30 AM PST Mch. 
7:30 AM PST Mch. 
9:00 AM PST Mch. 


8:30 AM PST Mch. 
7:30 AM PST Mch. 
3:15 PM PST Mch. 


8:30 AM PST Mch. 
7:30 AM PST Mch. 
9:00 AM PST Mch. 


8:30 AM PST Mch. 
9:00 AM PST Mch. 


10:30 AM PST Mch. 28 


4:15 PM PST Mch. 


8:30 AM PST Mch. 
2:15 PM PST Mch. 


0:30 PM PST Mch. 27 
2:20 
8:3 


7:30 AM PST Mch. 
9:00 AM PST Mch. 


7:30 AM PST Mch. 


8:30 AM PST Mch. 28 
7:30 AM PST Mch. 
9:00 AM PST Mch. 


10:30 AM PST Mch. 28 
4:15 PM PST Mch. 


8:30 AM PST Mch. 
7:30 AM PST Mch. 
3:15 PM PST Mch. 


PM PST Mch. 27 
:30 AM PST Mch. 28 


. 28 
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Route Fare Depart ny 
211.20 25 27 7 
B&O-SFe * 270.95 25 28 
25 28 
263.45 25 28 
L&N-MP-SFe 199.65 25 1 28 
Sou-SP 193.25 Po 25 27 q 
NYC-SFe 297.81 25 28 
NYC-CRI&P-SP 295.19 25 23 
NYC-SFe 243.10 25 23 
NYC-CRI&P-SP 243.10 25 28 
28 
SFe " 192.75 26 28 
CRI&P-SP 185.65 26 28 a 
CNW-UP 185.65 26 28 
NYC-SFe * 216.60 26 28 ag 
NYC-CRI&P-SP 209.10 26 28 
209.10 25 27 
NYC-SFe * 231.10 26 28 
NYC-CRI&P-SP 223.60 26 28 ; 
223.60 26 28 
PRR-SFe * 228.62 26 28 
Po 221.12 26 28 
T&P-SP 135.55 25 es 27 
P| 214.66 25 27 
UP-SP 123.75 26 
NYC-SFe * 226.40 
NYC-CRI&P-SP 218.90 a 28 
NYC/CNW-UP 218.90 28 : 
CRI&P-SP 165.55 28 
PRR-SFe * 270.95 
PRR-CRI&P-SP 263.45 | 
PRR-CNW-UP 263.45 
SP 149.50 
PRR-SFe * 212.80 28 
NYC-CRI&.P-SP 205.30 28 
205.30 27 
waa) a 
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City Route Fare Depart Arrive Los Angeles 
Kansas City SFe *$161.55 2:45 AM CST Mch. 27 8:30 AM PST Mch. 28 
Kansas City CRI&P-SP 154.05 10:40 PMCST Mch.26 7:30 AM PST Mch. 28 
Kansas City UP 154.05 9:30 PM CST Mch.25 3:15 PM PST Mch. 27 
Louisville L&N-MP-SFe 205.30 10:45 PM CST Mch.25 10:30 AM PST Mch. 28 
Louisville B&O-MP-CRI&P-SP 202.90 8:20 AMCST Mch. 26 7:30 AM PST Mch. 28 
Memphis CRI&P-SFe 174.55 9:00 AM CST Mch. 26 10:30 AM PST Mch. 28 
Memphis CRI&P-SP 174.55 7:30 PM CST Mch. 25 10:00 PM PST Mch. 27 
Memphis IC-SP 174.55 8:20 AM CST Mch. 25 = 4:15 PM PST Mch. 27 
Milwaukee C&NW/CMStP&P-SFe * 192.75 4:00 PM CST Mch. 26 = 8:30 AM PST Mch. 28 
Milwaukee CNW-CRI&P-SP 185.25 9:30 AM CST Mch. 26 = 7:30 AM PST Mch. 28 
Milwaukee CNW-UP 185.25 5:31 PMCST Mch. 26 9:00 AM PST Mch, 28 
Minneapolis CRI&P-SFe 182.20 11:45 AMCST Mch. 26 10:30 AM PST Mch. 28 
Minneapolis CRI&P-SP 182.20 11:45 AMCST Mch.26 7:30 AM PST Mch. 28 
Minneapolis CNW-UP 182.20 11:40 AMCST Mch.26 9:00 AM PST Mch, 28 
Montreal CN-GT-SFe 273.20 3:30 PM EST Mch. 25 10:30 AM PST Mch. 28 
Montreal CN-GT-CRI&P-SP 273.20 3:30 PM EST Mch. 25 7:30 AM PST Mch, 28 
New Orleans MoP-SFe 172.85 8:35 AM CST Mch. 26 10:30 AM PST Mch, 28 
New Orleans SP 172.85 11:45 PMCST Mch.25 4:15 PM PST Mch, 27 
New York PRR-SFe * 295.93 6:00 PM EST Mch.25 8:30 AM PST Mch. 28 
New York NYC/B&O-CRI&P-SP 281.35 6:00 PM EST Mch.25 7:30 AM PST Mch. 28 
New York NYC/PRR-CNW-UP 284.73 11:10 PM EST Mch.25 9:00 AM PST Mch. 28 
Omaha UP 154.05 5:10 PM CST Mch. 26 10:30 PM PST Mch. 27 
Philadelphia PRR-SFe * 280.03 7:21 PM EST Mch.25 8:30 AM PST Mch. 28 
Philadelphia PRR-CRI&P-SP 272.53 8:25 PM EST Mch.25 7:30 AM PST Mch. 28 
Philadelphia PRR/B&O-CNW-UP 273.83 1:00 AM EST Mch. 26 9:00 AM PST Mch. 28 
Pittsburgh B&O-SFe * 244.35 6:40 AM EST Mch. 26 8:30 AM PST Mch. 28 
Pittsburgh PRR-CRI&P-SP 236.85 11:40 PM EST Mch.25 7:30 AM PST Mch. 28 
Pittsburgh B&O-CRI&P-SP 236.85 12:09 AM EST Mch.26 7:30 AM PST Mch. 28 
Pittsburgh PRR/B&O-CNW-UP 236.85 8:10 AM EST Mch.26 9:00 AM PST Mch. 28 
Portland, Ore. SP 105.85 10:05 PM PST Mch.26 10:30 AM PST Mch. 28 
Portland, Ore. SP 105.85 4:45 PM PST Mch.25 7:25 PM PST Mch. 27 
St. Louis MoP/Wab-SFe * 183.65 4:00 PM CST Mch. 26 8:30 AM PST Mch. 28 
St. Louis MoP-CRI&P-SP 176.15 4:00 PM CST Mch. 26 =7:30 AM PST Mch. 28 
St. Louis Wab-UP 176.15 4:00 PM CST Mch. 25 3:15 PM PST Mch. 27 
St. Paul CRI&P-SFe 182.20 12:10 PMCST Mch. 26 10:30 AM PST Mch. 28 
St. Paul CNW-UP 182.20 12:10 PMCST Mch.26 9:00 AM PST Mch. 28 
San Antonio SP 131.10 12:15 PMCST Mch.26 4:15 PM PST Mch. 27 
San Francisco SP 44.40 9:00 PM PST Mch. 27 = 9:00 AM PST Mch. 28 
San Francisco SP 32.23 8:15 AM PST Mch. 27 6:00 PM PST Mch. 27 
Seattle UP-SP 120.95 12:30 PM PST Mch.26 7:35 PM PST Mch. 27 
Syracuse NYC-SFe 258.60 6:55 PM EST Mch. 25 10:30 AM PST Mch. 28 
Syracuse NYC-CRI&P-SP 256.56 6:55 PM EST Mch. 25 7:30 AM PST Mch. 28 
Syracuse NYC-CNW-UP 258.60 5:06 AM EST Mch. 26 = 9:00 AM PST Mch. 28 
Tulsa SFe * 163.30 2:45 PM CST Mch. 26 = 8:30 AM PST Mch. 28 
Washington B&O-SFe * 270.95 5:30 PM EST Mch.25 8:30 AM PST Mch. 28 
Washington PRR/B&O-CRI&P-SP 263.45 5:25 PM EST Mch.25 7:30 AM PST Mch. 28 
Washington B&O/PRR-CNW-UP 263.45 11:30 PM EST Mch.25 9:00 AM PST Mch. 28 
Wilmington, Del. PRR-SFe * 280.03 5:39 PM EST Mch.25 8:30 AM PST Mch. 28 
B&O/PRR-CNW-UP 271.55 8:50 PM EST Mch.25 9:00 AM PST Mch. 28 


Wilmington, Del. 


The above rates cover round-trip first-class rail fare, roomette in both directions, and where indicated by (*) extra 
fare for Super Chief, 20th Century or Sunset Limited, in one direction. Add 10% Federal Tax to all fares. 
Your local railroad ticket office will be glad to handle your reservations. 
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On March 26, the group will be in Las Vegas except 
for a tour out to Boulder Dam. There will be time for 
shopping in Las Vegas—the day concluding with a 
special cocktail party and dinner at one of Las Vegas” 
lavish hotels. There will be outstanding entertainment 
at the dinner party. 

From March 27-31, those from the Special Train 
will be in Los Angeles attending the Scientific Assem- 
bly. There will be hotel accommodationsat the Biltmore 
which includes breakfast each morning. All dinners 
are included in the tour fare except while in Los An- 
geles and San Francisco. 

The Assembly closes at noon on Thursday, March 
31 and the Special will leave early that evening en- 
route to San Francisco, arriving the next morning. 
Members of the party will be staying at beautiful Fair- 
mont Hotel on Nob Hill. The next day will be spent 
on a complete city sightseeing trip which will include 
Civic Center, Golden Gate Park, Cliff House and 
Fisherman’s Wharf. 

A sightseeing trip to Muir Woods to see the giant 
redwoods will highlight the April 3 activities. That 
evening there will be a special dinner party in San 
Francisco. 

The Special will depart froni the Golden Gate City 
on April 4 for the Grand Canyon. At spectacular 
Grand Canyon dancing of the Navajo Indians and 
sightseeing will highlight the activities. On April 6 
the train leaves for home, reaching Chicago on April 
7, the 16th day of the trip. 

Lee Kirkland Travel also has arranged special air 
trips with attractive rates for members who are plan- 
ning to attend the post-Assembly Invitational Scien- 
tific Congress in Honolulu. 


“I usually bet him pretty heavy when he's 
preoccupied with a tricky diagnosis.” 
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PRESENTING OFFICIAL JEWELRY 


FOR MEMBERS OF THE AMERICAN 


ACADEMY OF GENERAL PRACTICE 


Official Cuff Links 


Handsome cuff links featuring the 
Academy seal. With attractive posi- 
tive-action hinged link furnished in 
matching quality precious metal. 


The official seal of the Academy enhanced by 
blue and white enamel to identify you as an 
Academy member. 


Official Key 


The official key of the 


Academy displaying the 
official seal. 


Finest quality tie chain hand- 
somely suspending the official 
Academy seal. 


*Chapter President's Key 
Available to constituent chapters to honor their president. 


ADDITIONAL JEWELRY ITEMS ARE LISTED BELOW. 
ALL ARE CRESTED WITH THE OFFICIAL ACADEMY SEAL. 


Jewelry Price List (All prices include 10% Federal Excise Tax): 


14K 
Gold 


Lapel Pin $ 9.50 
Key 14.50 
Tie Chain 24.00 
Money Clip 29.00 


Tie Bar 20.00 


Cuff Links 26.00 
Ring—Stone 74.00 
Ring—targe Seal 68.00 
Ring—Oak Leaf 34.00 
Ring—Small Seal 24.00 
*Chapter President's Key 39.00 


RING SIZE CHART 


will be sent immediately 
on receipt of your order. 


To Order Official Jewelry 


List items desired on your prescription blank or letterhead and 
forward with your check in the correct amount to AMERICAN 
ACADEMY OF GENERAL PRACTICE, Broadway at 34th, Kansas 
City 11, Missouri. 


C.O.D. orders will carry a few cents additional postage. 


28 
28 
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28 
28 
28 
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». 28 
n. 28 
28 
n. 28 Cx 
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n. 28 Official R 
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Official Tie Chain 
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h. 27 
sh. 28 
28 
Gold Sterling 
27 p> 2, Filled Silver 
ch. 27 A $ 6.00 $ 4.50 
A 9.00 8.00 
h. 28 % 11.00 9.00 
‘h. 28 13.00 12.00 = 
11.00 10.00 
28 
ch. Ronson Lighter 12.75 
ch. 28 
ch. 28 yo 
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Seventh Annual Scientific \bly 


Schedule of Events 


Friday, March 25 Board of Directors 


Saturday, March 26 Registration for delegates and officers at Statler Hotel 

Joint Meeting, Board of Directors, Committee on 
Scientific Assembly, and Local Arrangements 
Committee 

Congress of Delegates convenes 

Congress of Delegates recesses 

Reference Committees 


Sunday, March 27 Reference Committees 

Registration for exhibitors and members at Shrine 
Auditorium 

Ladies’ Registration at Statler Hotel 

Congress of Delegates convenes 


Monday, March 28 Registration for members at Shrine Auditor1um 

Congress of Delegates convenes 

Ladies’ Registration at Statler Hotel and Shrine Auditorium 
Scientific Assembly opens 

State Officers’ Conference 


Tuesday, March 29 Scientific Assembly 9:00 a.m. 
Ladies’ Luncheon 12:30 P.M. 
Delegates’ Dinner 7:00 P.M. 


Wednesday, March 30 Scientific Assembly 9:00 a.m. 
Ladies’ Tour 1:00 P.M. 
Induction Ceremony 8:00 P.M. 
President’s Reception and Dance 9:00 P.M. to 
12:00 


Thursday, March 31 Scientific Assembly 9:00 A.M. 
Scientific Assembly closes 12:00 m. 
Board of Directors 1:00 P.M. 
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10:00 a.m. 
12:00 m. 
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10:00 a.m. 
1:30 P.M. 
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Formal Lecture Program—Seventh Annual Assembly 


MONDAY 
MARCH 28 


TUESDAY 
MARCH 29 


WEDNESDAY 
MARCH 30 


THURSDAY 
MARCH 31 


REGISTRATION 
BEGINS 9:00 


OPENING OF 
SCIENTIFIC AND 
TECHNICAL 
EXHIBITS 
9:00 


Surgery in Diabetes 
Alton M. Ochsner, M.D. 


Diabetes 
(PANEL) 


Medical and Surgical 


Aspects of Peripheral 
Vascular Diseases 
(PANEL) 


Hugh H. Hussey, M.D. 
Moderator 


Charles Hufnagel, M.D. 
Fay LeFevre, M.D. 


Handling the 
Athletic Injury 
(PANEL) 


J. M. Harkness, M.D. 
Moderator 


Mr. Eddie Wojecki 
Mr. Lynn O. Waldorf 


RECESS FOR EXHIBITS 


Using the Laboratory 
in Liver Disease 


Wn. A. Sodeman, M.D. 


(PANEL) 


Randall Sprague, M.D. 
Moderator 


Anesthetic 
Emergencies 


Digby Leigh, M.D. 


Mr. W. E. Syers 


in Children 
Julian Price, M.D. 


Breaking the 
Bad News 


Leo J. Bartemeier, M.D. 


Childhood Disasters 
(PANEL) 


Dr. Hammond, 
Moderator 


Dr. Potter, Dr. Price, 
Dr. Swenson, Dr. Young 


RECESS FOR EXHIBITS 


Emotional Factors 
in Allergy 
Edward Weiss, M.D. 


Surgery on Infants 
and Children 


Ovar Swenson, M.D. 


Treatment of the 
Ambulatory Fracture Case 
Harold E. Crowe, M.D. 


Newer Concepts of 
Allergy Therapy 
George Piness, M.D. 


Emotional Tragedies in 
Infancy and Childhood 


John G. Young, M.D. 


Is It Hypospadias? 
C. A. Hooks, M.D. 


EVENING 


STATE OFFICERS 
DINNER 


CONGRESS OF 
DELEGATES DINNER 


PRESIDENT'S 
RECEPTION 


11:30 The Negative Gilbert S. Gordan, M.D. Medical Aspects of 
oentgenogra Crime Detection 
12:00 . Ernest P, McCullagh, M.D. 
OPENING OF PROGRAM Lowell Goin, M.D. Charles Larson, M.D. 
WELCOMING SPEECHES 
NOON RECESS ASSEMBLY 
CLOSES 
Emergencies in the 12:00 
P.M. Preserving the New Born . 
1:30 (PANEL) 
2-00 Doctor's Life and Edith Potter, M.D. 
Usefulness William Parson, M.D. 
(PANEL) The Suddenly Ill Child Moderator 
ancien Seon, M.D. E. Keith Hammond, M.D. Cyril B. Courville, M.D. 
2:00 Leroy Sloan, M.D. Accidents and Poisoning J. M. Nielsen, M.D. 
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3 
9:00 DeWitt Burnham, M.D. | 
| $30 Moderator 
Alton M. Ochsner, M.D. , 
Geo. Bernard Robson, M.D. 
= Office Management 
10:00 
| 
2:30 
| 
4:00 
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Make Your Hotel Reservation Now 
for the Seventh Annual Scientific Assembly 
of the American Academy of General Practice 


AN UNPRECEDENTED NUMBER of physicians have al- Remember . 

ready indicated their intention to attend the 3 

Assembly in Los Angeles next March 28 to 31. —— Wil Bo mado in the onder 

* Reservation requests should be sent to the 
AAGP Housing Bureau, Los Angeles. 

* Only a few rooms are available at the Hotel 
Statler, in addition to those set aside for dele- 
gates and speakers. 

* State officers and delegates must make their 
own reservations. 

* Be sure to list definite arrival and departure 
time; names of all occupants of room. 

* Academy Headquarters will be at Shrine 
Auditorium. 

¢ All registration (except delegates) at Shrine 
Auditorium 10:00 A.M to 5:00 P.M., Sunday, 
March 27, and beginning at 9:00 A.M. on Mon- 
day. Scientific sessions end at noon, March 31. 


While there are a number of excellent hotels in the 
“City of the Angels,” this early volume of reser- 
vations suggests that the “Standing Room Only” 
sign will be hung out long before the meeting opens. 
So if you plan to escape to balmy southern Cali- 
fornia the last week of next March, you will be 
wise to get your reservation in early. You do not 
have to send an advance deposit check. But, it is 
important to fill out and mail the form. 


Map of 
Downtown Los Angeles 


USE THIS CONVENIENT HOTEL RESERVATION FORM © 


Ho 
For 
rate: 
of t 
Se muc 
tion 
hou 
mu: 
as 
hou 
of 
% | Pri 
5 
Convention Locations Par save pr 
10. Savoy Hot! 
Co 


SEVENTH ANNUAL SCIENTIFIC ASSEMBLY 
AMERICAN ACADEMY OF GENERAL PRACTICE 
LOS ANGELES, CALIFORNIA 

Application for MARCH 28-31, 1955 


For YOUR CONVENIENCE in making hotel reser- HOTEL ROOM RATES* 
vations for the coming meeting of the Ameri- ALEXANDRIA 4.00.00 $6.00-8.00 $7'00-10.50 
can Academy of General Practice on March 210 West Sth St. 
28-31, 1955, in Los Angeles, hotels and their Wilde Bird. 9.00-23.00  12.00-26.00 
rates are at the right. Use the format the bottom BILTMORE 5.50-11.50 
of this page, indicating your first, second and 515 So. Olive St. 
third choice. Because of the limited number SS =e 
of single rooms available, you will stand a COMMODORE 
much better chance of securing accommoda- 1283 West 7th St. 
MAYFAIR 
tions of your choice if your request calls for 1256 West 7th St. 
rooms to be occupied by two or more persons. MAYFLOWER 
All reservations must be cleared through the 
‘ NEW CLARK 
housing bureau. All requests for reservations 426 So. Hill St. 
must give definite date and hour of arrival a ome 
as well as definite date and approximate 
hour of departure; also names and addresses 
of all occupants of hotel rooms MUST be + 9,00-14.00 —10.00-15.50 19.00 up 


included. 


HOUSE 9.00-16.00 14.00-19.00  14.00-19.00 


PRIOR TO MARCH 1, 1955 


AAGP Housing Bureau 

1151 South Broadway 

los Angeles 15, California 

Please reserve the following accommodations for the Seventh Annual Assembly of the AMERICAN ACADEMY OF GENERAL PRACTICE in 
LOS ANGELES on MARCH 28-31, 1955: 


Single Room. Double Bedded Room Twin Bedded Room 


2 Room Suite 3 Room Suite 


First Choice Hotel Second Choice Hotel 


ARRIVING AT HOTEL (date) Hour: P. on reservations will be held until 6:00 P.M. un- 
leaving (date) Hour: less otherwise notified. 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin 
bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms 


If the hotels of your choice are unable to accept your reservation 
the Housing Bureau will make as good a reservation as possible 
elsewhere providing that all hotel rooms available have not al- 
ready been taken. 


You will receive confirmation directly from the hotel. 


e 
ir 
e 
e 
e Rooms Available. Reserved for Delegates and Distinguished Guests ) = 
i 
asked for: 
lindividual Requesting Reservations—Please print or type) 


new study of 567 cases* 


“,,. Unique blood-clotting faculty, acting 
promptly...will often obviate the use 
of transfusion....Preoperatively tends 
to reduce blood loss and to facilitate 
surgical procedures....Over an eleven- 
year period no untoward effects....”* 


KOAGAMIN is a parenteral hemostat 
x containing oxalic and malonic acids in 


aqueous solution. Supplied in 10-cc. 


diaphragm-stoppered vials. 


*Joseph, M.: Am. J. Surg. 
87:905, 1954. 


CHATHAM PHARMACEUTICALS, INC. 


Newark 2, New Jersey 04654 
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Trends and Events 
in the Nation’s Capital 


Shift to Doctor-Draft Extension 


THE NEW YEAR ushered in a new Congress but January, 
for its greater part, was a tooling up period. Trans- 
mittal of President Eisenhower’s numerous messages 
and reorganization of Senate and House legislative 
committees were preliminaries to Congressional con- 
sideration of a great many issues of importance and 
interest to American medicine. 

Top priority probably will go to military manpower, 
with the Administration requesting a new Reserve plan 
that would substitute for universal military training. In 
this connection, a decision must be made as to whether 
the doctor-draft law shall be extended or allowed to 
terminate next June 30. 

Within recent weeks, there has been a reversal of 
sentiment in Department of Defense on conscription 
of physicians. Asa result, it is believed that the govern- 
ment will ask Congress for an extension, probably for 
two more years. Until early December, Pentagon 
officials favored termination of the law, but pressures 
from Army and Navy for retention of the doctor-draft 
have led to a shift at the policy-making level. 

In conjunction with general military legislation, in- 
cluding efforts to obtain pay raises for members of the 
armed forces, Congress will consider improvement of 
medical care benefits for dependents. All signs point 
to the adoption of a system that would be more flexible, 
as well as more liberal. That 1s, a plan in which de- 
pendents whose homes are remote from a_ military 
base might receive medical care from their family 
doctors, who would be reimbursed by the government 
on a fee basis. It is not unlikely that voluntary pre- 
payment plans will be utilized for provision of de- 
pendent care, if Congress approves the Defense De- 
partment plan soon to be unveiled. 


New Congress Leans to a National Health Plan 


Federal reinsurance of medical care insurance, which 
the Administration vainly sought in 1954, is being 
urged anew by the White House but there will be no 
inclination on Capitol Hill to expedite this bill. Under 
its Democratic leadership, Congress is more likely to 
look with favor upon a national health plan possessing 
more impetus—direct subsidization of nonprofit pre- 
payment plans or federal grants to stimulate construc 
tion of nonprofit clinics and hospitals, for example. 


The American Federation of Labor and the CIO, at 
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Gastrointestinal Spasmolysis 
with Fewer Side Effects 


McHardy, G., and Browne, D. C.: 
Southern M. J., 45:1139, 1952. 


The authors reported the results of barium 
motility studies in 3 groups of 25 normal 
patients and a series of 80 patients with 
symptomatic hyperpcristalsis. Several anti- 
spasmodic and/or antisecretory drugs were 
then administered in order to determine 
relative effectiveness and lack of side effects. 
Chart I below demonstrates the findings of 
the authors: that there was no significant 
difference in effectiveness among the 
synthetic drugs in relieving the pain of 
pylorospasm, and that all were superior to 
atropine. 

The authors concluded that “The free- 
dom from significant side effects with 
Bentyl® permits more general use when 
secretory inhibition is not of first import.” 
Side effects with the other drugs were 
troublesome in several instances and com- 


mon in general. “Side effects are not com "™ 
monly associated with Bentyl.”’ 


stop 
COUGH 


“ 
f 
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their annual conventions, reaffirmed their support of 
compulsory health insurance. Organized labor will 
swing more weight in the 84th Congress, compared 
with the Republican-controlled 83rd, and the familiar 
Murray-Dingell bill undoubtedly will be dusted off 
and reintroduced. But its chances of reaching the 
committee hearing stage, let alone passed by either 
House or Senate, are still regarded as very slim. 


Health Care Costs Rising 


According to Department of Labor statisticians, the 
costs of health care are still going upward, a fact that 
will be emphasized by Congress members favoring 
federal intercession to reduce the public’s medico- 
economic burden. 

At the end of November, 1954, the consumer price 
index for medical care stood at 126.1, compared with 
114.6 for all consumer items (food, housing, clothing, 
transportation, etc.). The 1947—49 average equals 100. 

Significantly, medical care (including hospital costs 
and drugs, as well as physicians’ services) has led the 
list in percentage increase since June, 1950, when the 
war in Korea broke out. At that time, its index figure 
was 105,4, which means that there has been a 20.7 per 
cent increase. This compares with 12.8 per cent for all 
items combined; 10.6 for food; 14.6 for housing; 8.1 
for clothing; 17.7 for transportation ; 14.6 for personal 
care; 4.3 for reading and recreation; 16.3 for miscel- 
laneous goods and services. 

The November report by Bureau of Labor Statistics 
disclosed Philadelphia, Cleveland and Seattle as the 
top-priced cities for medical care. Their respective 
consumer price indices, for this item, were 132.5, 


130.8 and 130.2. 


Expanded Hill-Burton Program Under Way 


Federal regulations governing operation of the ex- 
panded Hill-Burton program went into effect on 
January 12, inaugurating governmental aid in construc- 
tion of outpatient clinics, rehabilitation centers and 
convalescent homes, as well as chronic disease hospitals. 

Outpatient clinics, to qualify for Hill-Burton grants, 
must be built and operated by government or public 
agencies or by nonprofit groups operating hospitals. If 
not operated in connection with a hospital, they must 
be under the professional supervision of doctors of 
medicine or doctors of osteopathy. 

No state will be allowed more than one outpatient 
clinic per 10,000 population. In preparation of a state’s 
plan, existing outpatient facilities would be counted, 
but private medical groups and doctors’ offices would 
be excluded. Nevertheless, the adequacy of private 
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different central motivant that acts on the 3 
subcortical area of the brain. This portion — 


of the brain is thought to expedite or faciii- 


fate intellectual activity which originates i. 


the cortex. Meratran, when administered to 
the emotionally tired and depressed patien', 
subtly restores him to his usual level of alert- 
ness, interest and productivity.4-5 


indications: Emotional fatigue, unhappine:; 
of more common type (financial worry, social 
stress). Situational stress or mild depression. 
Adjunctive therapy in certain psychoses and 
psychoneuroses.%7 


Composition: alpha-(2-piperidy!) benzhy- 
drol hydrochloride with the following 
structure: 


/ 
H OH 


Dosage: For emotional fatigue and mild 
depression, 1 fo 6 mg. daily. individual pa- 
tieat response must be observed and daily 
dosage and duration of administration ad- 
justed to patient response. 

Supplied: Small pink tablets containing: 
1 mg. Meratran {pipradrol) hydrochloride.* 
Bottles of 100. 


2-piperidy!}) benzhydro! hydrochloride, J. Phorm. ond 
Ther. 110:180, 1954, 3. Blohm, T. R., ef al.: Tis- 
sue “distribution and excretion of alpha-(2-pi peridy!) benz- 
Heath, R. C.: Discussion of Howard D. 
(alphe-(2- piperidyi) benzhydrol hydrochloride, 
new central stimulant in the t t of bi e 
spasmodic torticollis and narcolepsy) presented before the 
City, June 
M4, 1954, Fabing, H. D., Hawkins, 3, R., Moulton, 
A. Lc Clinical studies on aiphe-(2- piperidy!) benzhy- 
droi hydrochloride, a new antidepressant drug. Presented 
before the American Psychiatric Association, St. Louis. 
Missouri, May 3, 1954. 6. Fabing, H. D.: Alpho-(2- 
benzhydrol | new contral stimu- 

fant, in the treat: p torti- 
collis ond inary report ‘(Motion Picture 
ion), Rmericon peo June 

14, 1954. 7. Himwich, E.: Discussion of paper (ref- 
erence 2), American Association, May 3, 1954. 


*Alpha-(2-piperidyl) benzhydro! hydrochioride.. 


The Wm. S. Merrell Company 
CINCINNATI 

New York * St. Thomas, Ontario 

SIONEER IN MEDICINE FOR OVER 125 YEAR® 


T.M. MERATRAN 


Rx INFORMATION } 
J 
a 
nt 
a 
ae : 1. Brown, B. B. and Werner, H. W.: Pharmacologic Studies 
an a New Type of Central Stimulant, Federation Proc. 
12:304, 1953. 2. Brown, 8. 8B. and Werner, H. W.: 
ae Phormocologic studies on a new central stimulant, alpho- ; 
: 
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subtly returns your emotionally fatigued and depressed 


patients to their usual level of alertness, interest 
and productivity... 


‘without euphoria... 


= Rx Meratran Rx Meratran Rx Meratran Rx Meratran Rx Meratran Rx Merai 


without rebound letdown 


Meratran is chemically new and clinically different. It acts 
upon the subcortical area of the brain. Im doses easily 


adjusted to patient needs its onset of action is subtle -- 


comfortable -- prompt. Its effectiveness is prolonged.!-3 


no appreciable effect on blood pressure and respiration 
restores needed sénse of well being 

no tolerance or drug habituation 

normal appetite undisturbed 

no jitters -no apprehension 

little or no insomnia 

wide range of safety 

no rebound letdown an exclusive product of 


= 
a unique central motivant for the treatment of | 
emotionally tired and depressed patient 
Rx tran Rx 
Rx Meratran Rx : 
e 
. 
research 
Since 


vitamin corporation — 


Casimir Funk Laboratories, Inc. (affiliat 


physicians in a community would be taken as a {actor 
in determining whether there was need for a diay nostic 
and treatment center in the community. 

For rehabilitation centers, the state allowance ratio 
will be a maximum of one per 300,000 population. 

For convalescent or nursing homes the ceiling is to 
be three beds per 1,000 population. However, in states 
desiring more flexibility, a higher ratio will be per- 
mitted on condition that nursing home beds and 
chronic disease hospital beds combined do not exceed 
five per 1,000 population. 


National Health Issues Keynote 
AMA's Clinical Meeting in Miami 


NATIONAL medical issues—reinsurance and the prob- 
lem of veterans’ hospitalization—were topics of key 
speeches which highlighted the Eighth Clinical Meet- 
ing of the American Medical Association November 
29—December 2 in Miami, Fla. 

The pros and cons of reinsurance were presented 
by a strong administration supporter, Mrs. Oveta Culp 
Hobby, Secretary of Health, Education and Welfare, 
and one of its chief opponents, Mr. Edwin J. Faulkner, 
president of the Woodmen Accident and Life Com- 
pany of Lincoln, Neb. 

Mr. Seaborn P. Collins, National Commander of 
the American Legion, another guest speaker, told the 
AMA’s House of Delegates that he is willing to appoint 
qualified Legion representatives on a committee to 
take part in a joint Legion-AMA study of veterans’ 
hospitalization. Later, the AMA’s board of trustees 
announced appointment of a three-man committee to 
meet with the Legion on the issue of veterans’ medical 
care. Members of the AMA committee are President- 
elect Elmer Hess, Dr. David Allman and Dr. Louis 
Orr. 

In the health interest of all Americans, the board 
also announced the appointment of a 13-member com- 
mission to make a comprehensive survey of the various 
types of plans through which the American people 
receive medical services. The commission, headed by 
Dr. Leonard W. Larson, Bismarck, N.D., will begin 
work immediately and will require at least a year to 
complete its survey. 

The AMA’s choice for the 1954 ‘General Prac- 
titioner of the Year” was Academy member, Dr. Karl 
B. Pace, Greenville, N.C. His selection was announced 
by Dr. Dwight H. Murray, Napa, Calif., board chair- 
man and also an Academy member. Dr. Pace received 
the medal and citation, presented annually for com- 
munity service by a family doctor, from AMA President 
Walter B. Martin, Norfolk, Va. 
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At the opening session, Dr. Martin declared that 
medicine belongs to the people”’ and physicians are 
‘merely the purveyors” of medical care. He stressed 
that physicians have an obligation to the people that 
“goes beyond our own private practice and into the 
community.” He also emphasized the importance of 
“continued effort to meet the medical needs of the 
low-income and other noninsurable groups.” 

In the House of Delegates, geriatrics, medical ethics, 
internships, grievance committees, hospital accredita- 
tion, osteopathy, the doctor draft law, state-subsidized 
medicine and malpractice insurance problems were 
the major subjects of discussion. 

The committee appointed to report on the relations 
between osteopathy and medicine announced that 
final plans have been made for visiting five of the six 
schools of osteopathy. By the time of the annual AMA 
meeting in June the committee expects to have a com- 
plete report of its findings and action will then be taken 
by the house. 

Dr. R. L. Sanders of Memphis, Tenn., in an address 
before the House of Delegates, said the family doctor 
“should assuine his rightful place as the cornerstone 
of medical practice.”” He declared that specialists 
should not be afraid to accept the family physician 
as the key man in medicine. ‘“‘By providing more well- 
trained family doctors, more people who need profes- 
sional attention will seek examination and larger num- 
bers will be referred to the specialists for treatment 
beyond the realm of general medicine,” he said. 

At the closing session, a check for $10,355 was 
presented by the Utah State Medical Society to the 
American Medical Education Foundation to aid in 
relieving the financial plight of the nation’s medical 
schools. Dr. Louis H. Bauer, president of the AMEF, 
also announced that the Southern Medical Associa- 
tion had contributed $1,000 to the fund. 

Philadelphia was chosen as the site of the 1957 
clinical meeting. In 1955 the session will be held in 
Boston and in 1956 it will be in Seattle. 


Faulkner Feels Insurance and Medicine 
Are Partners in Providing Sound Health Care 


INSURANCE companies and medicine are partners in the 
important task of providing and financing sound and 
adequate health care for the American people within 
the framework of private enterprise and democracy, 
Mr. E. J. Faulkner, president of Woodmen Accident 
and Life Company, Lincoln, and outspoken opponent 
of the Administration’s proposed Federal Health Re- 
insurance Plan, told members of the Nebraska chapter 
ata recent meeting in Grand Island. 

Since then Mr. Faulkner appeared before the AMA’s 
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House of Delegates in Miami _ techniques. However, the public doesn’t realize that 
along with Mrs. Oveta Culp _ the cost of physicians’ services has risen less than the 
Hobby, Secretary of Health, —_ general cost of living. 
Education and Welfare, to Within the past two years, insurance companies 
discuss the pros and cons of __ have made a promising attack on the grave problem of 
this controversial subject the catastrophic or prolonged illness. 
(see story on page 146). Violently opposed to the reinsurance plan, Mr. 
In Grand Island, Mr. Faulkner quoted a medical observer as stating: “The 
Faulkner admitted that an future of medicine and, to a degree, the future of de- 
industrial economy had _ mocracy will be shaped by what happens in the volun- 
hampered the former simple _tary insurance field.” 
family and community ar- Mr. Faulkner said: ‘‘While we are in thorough ac- 
rangements to provide the cord with the proposal’s professed purpose of encour- 
medicine and other health care needed. “But,” he said, —_ aging the expansion of voluntary insurance, we could 
‘we believe that there is nothing incompatible between _ not overlook that unless the plan were to be an instru- 
universal health care ofa superior type and nongovern- _—‘ ment for subsidizing the health care costs of the indi- 
mental administration and financing thereof. We share _ gent, it could contribute nothing to the spread of pri- 
a heritage of private medical practice and private insur- _ vate insurance. Reinsurance adds nothing to the abil- 
ance that is the envy of other peoples.” ity of the insurer to sell protection to the unwilling 
In uncomplicated decades of the past the individual _ buyer. Reinsurance does not reduce the cost of insur- 
could usually provide his own security against dis- ance.” 
ability. He further stated that insurers who might use the 
Now, financing health care has been intensified, he _ federal facility would become subject to the extent of 
maintained, by the rising costs of health care, increased _ such utilization to federal regulation of premium rates, 
in part from inflation and in part from new medical _ policy benefits, claim procedures and advertising. 
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We opposed it,” (reinsurance), he said, “though to 
do so was painful because it meant standing against an 
administration whose general principles we applaud.” 


President Hildebrand Wary of Legislation 
Backed by Eisenhower Administration — 


Tue EIsENHOWER ADMINISTRATION has pushed through 
in the 83rd Congress more liberty-destroying legisla- 
tion than any since 1935,” Dr. William B. Hilde- 
brand, president of the American Academy of General 
Practice, said in a recent address before the Spring- 
field, Massachusetts regional chapter of the AAGP. 

In referring to the proposed reinsurance program he 
said even though the program would aid materially, it 
would still be wrong for government to enter this field 
in competition with private interests. 

Speaking before 200 general practitioners he said 
that if the health reinsurance job is going to be done it 
can be done just as easily and less expensively with 
private capital and added that leading insurance ex- 
perts of the country have repeatedly warned that on a 
sound actuarial basis the Eisenhower program would 
provide none of the benefits claimed for it. 

Dr. Hildebrand claimed 93 million people in the 


United States are now covered by voluntary health in- 
surance plans. Blue Cross, alone, is enrolling new 
members at a rate of 5,000 per month, while private 
insurance companies are providing coverage at even a 
faster rate. 

The Academy president also maintained that medi- 
cine must return to a humanistic point of view in order 
to regain and maintain confidence. 

“The medical profession must return to a rich, 
emotional understanding between its doctors and the 
public—and of all groups in medicine, the general 
practitioner or family doctor is by far the best equipped 
to provide this feeling of mutual confidence,” he said. 

Dr. Hildebrand said the status of the Academy is 
excellent with a membership approaching 20,000. It 
will soon be the second largest medical body, sur- 
passing the American College of Surgeons. He added 
that general practitioners are “making a tremendous 
surge from the standpoint of education and numbers. 
Our problem yet is that of providing adequate hospital 
privileges for every qualified general practitioner.” 

He said this problem is being solved through the 
formation of general practice departments in hospitals 
throughout the country. 

Dr. Hildebrand, whose home is in Menasha, Wis., 
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has covered most of the country addressing medical 
groups since he became president of the Academy last 
March. 


Freedom of Science and Art of Medicine 
Belongs to General Practitioner—Phelps 


COMPLETE FREEDOM of both the science and the art of 
medicine belongs to the general practitioner, was the 
opinion expressd by Dr. 
Malcom Phelps, El Reno, 
Okla., board member of the 
American Academy of Gen- 
eral Practice, at a recent 
meeting of the Kentucky 
chapter in Lexington. He 
added that a feeling of ac- 
complishment is earned by 
family doctors through win- 
ning the love and friendship 
of their neighbors. 

Maicom E. Phelps, M.D. Be- Dr. Phelps said that the 


lieves family doctors are re- 
Academy may prove to bea 


the love and friendship of Pattern for other medical 
their neighbors. groups in forthcoming years. 


“By demonstrating a sincerity of purpose and an 
earnestness of deed, the Academy proved not to be an 
insurrection within the profession or just a pressure 
group. Rather, the organization has been distinguished 
as a society that only men of proven worth may gain 
admittance.” 


More General Practice Sections 
Reported in Nation's Hospitals 


THERE HAS BEEN a steady increase in both the number 
of hospitals with general practice departments and in 
the number of sections set up according to the plan 
outlined in the Academy’s “Manual on General Prac- 
tice Departments in Hospitals,” the AMA’s annual 
census of hospitals shows. 

The data also shows that the number of hospitals 
reporting staff privileges in specialty divisions open to 
qualified general practitioners has more than doubled 
in the period 1950 to 1953. 

The total number of hospitals increased from 6,430 
to 6,840 making an increase of 410. Of the hospitals, 
2,477 have general practice sections as against 1,654 
in 1950, a net gain of 823. Sections on General Prac- 
tice following the AAGP plan have increased 746— 
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from 1,075 to 1,821. In 1953 general practitioners hav- 
ing privileges in clinical divisions numbered 3,251 
against 1,333 in 1950. From an increase of 1,918 it 
would appear that more hospitals are making provi- 
sions in their staff organizations to permit qualified 
general practitioners to obtain privileges to practice in 
the clinical divisions of the hospital. 

In 1954 there were approximately 4,731 general 
hospitals with 508,158 beds in the United States avail- 
able to physicians in private practice. 


Increased Use of Radiation in Industry 
Calls for Special Protective Measures 


ProrectION of the public against radiation is “clearly a 
problem that concerns every state and local health 
department,” Dr. Herman E. Hilleboe, the New York 
Commissioner of Health, asserted in a speech at the 
annual conference of state and territorial health off- 
cers in Washington, D. C. 

He said it is the responsibility of public health ex- 
perts to prevent the amount of radiation in the en- 
vironment from reaching levels which threaten the life 
and health of their citizens. 

“Because the use of radiation in industry and in the 


community is gaining so rapidly, a special problem 
faces the health officer who wishes to prepare now to 
meet what may well become one of our most significant 
environmental health problems of the future,” he 
added. 

Dr. Hilleboe cited the program he had started in 
New York as a practical control formula. Through 
studies in and outside the state, a sanitary code regula- 
tion of great scope was then written and recently 
passed. 

As chairman of the Federal Relations Committee of 
the conference, Dr. Hilleboe also presented the com- 
mittee’s recommendations for tightening up birth 
registration procedures to prevent illicit use of birth 
certificates by spies, saboteurs and subversives. 


Swedish Government Adopts New 
Wide Sweeping Compulsory Health Plan 


A NEW comPuULsory health plan available to all brackets 
was introduced the first of this year in Sweden. “Every 
Swede and every permanent resident of Sweden will be 
covered by health insurance regardless of age, physical 
condition or income.” 

Introduced by the Labor-Agrarian government and 
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approved by the Riksdag (parliament), the plan is 
financed through three divisions : premiums of insured 
persons, contributions from employers, and by the 
state, the latter being passed on to tax bills. 

Age and taxable income brackets are set low, there- 
fore allowing the only exempt persons from the plan to 
be those receiving old age and disability pensions. 

Protection included in the plan covers free public 
wards in state hospitals, part or whole coverage on 
transportation to and from the hospital, on certain 
medicines and maternity care for expectant mothers. 


Ontario, a New Province Chapter 
Of Canadian College of General Practice 


THE ONTARIO CHAPTER of the College of General Prac- 
tice in Canada was organized recently in Toronto. 
More than 40 general practitioners were on hand to 
inaugurate the new chapter. 

Many areas of the province were represented and 
most of the physicians entered int. the discussion of 
problems the college will face in the immediate future. 
There are more than 3,000 family physicians in the 
province of Ontario who are prospective members of 


the chapter. 


Medical News in Small Doses: 


Dr. Paut A. Davis, first president of the American 
Academy of General Practice, recently was awarded 
the Presidential Citation in Ohio for the valuable sery. 
ice he had rendered in the field of rehabilitation of the 
handicapped . . . A survey is under way in New York 
City to determine how many long-term patients in the 
municipal hospital system could be transferred to 
“*homesteads.” The plan, under the direction of Dr. 
Howard Rusk, director of the Institute of Physical 
Medicine and Rehabilitation of the New York Uni- 
versity-Bellevue Medical Center, is to present long- 
term patients with more pleasant surroundings than in 
a general hospital, and with lower costs . . . Dr. J. 
DeWitt Fox, Washington, D. C., has been awarded a 
fellowship certificate, which is given in recognition of 
high qualifications, personal and professional, to a 
medical writer, journalist or publisher of established 
standing. Dr. Fox is one of 16 members of the Ameri- 
can Medical Writers’ Association to receive this award 
given by them this past year . . . Dr. Fount Richardson 
of Fayetteville, Ark., succeeds Dr. William R. Brook- 
sher as editor of the Journal of the Arkansas Medical 
Society... A new plan for establishing and granting re- 


Aromatics 


gh 


IMPROVES FAT METABOLISM 
OFFERS EFFECTIVE 


NUTRITIONAL SUPPORT in degenerative 
diseases associated with faulty fat 

metabolism, hepatic and kidney dysfunctions, 

diabetic and arteriosclerotic complications 

and in geriatric conditions. 


Supplies potent lipotropic and oxytropic 
principles—choline, di-methionine, inositol, 
vitamin Biz and other B-complex vitamins. 
Contains no alcohol or sugar, is available 
as a palatable liquid or as capsules. 


CARROLL DUNHAM SMITH PHARMACAL COMPAN 
Brunswick, N. J. + Established 1844 


GP Volume XI, Number 2 


GI 


se 
of 
E: 
th 
ce 
lo 
% 
Tl 
ap 
Ti 
= 
3 
its 
for 
Dr 
Me 
Sti 
cal 
4 
Each 5 cc. liquid contains: 
Tricholine ‘citrate 460 mg. 
’ (equiv. to choline 334 mg.) 
Vitamin Bu 
(cyanocobalamin) ....5 micrograms 
Riboflavin I mg. ‘ 
\ Pyridoxine hydrochloride .... 1 mg. 
| 
: 


search awards in the field of prevention and treatment 
of physical disabilities was activated late in 1954 by the 
Easter Seal Research Foundation of the National 
Society for Crippled Children and Adults. Funds for 
the research grants will be derived from a small per- 
centage of the gross returns of the Easter Seal Cam- > 
paign conducted each year by the various state and 
local organizations affiliated with the National Society. 
The foundation will administer the program, invite 
applications for grants-in-aid and will announce to 
applicants whether such grants have been allowed . . . 
The active staff of La Mesa (California) Community 
Hospital which is composed entirely of general prac- 
titioners and members of the California chapter, held 
its second annual staff meeting and clinical pathologi- 
cal conference in Mexico City November 5-14. The 
four-day scientific session closed with a banquet with 
Dr. Manual E. Pesqueiro, president of the Mexican 
Medical Society, presiding . . . Dr. Janie Topp of Lake 
Charles, has been appointed general practice section 
chairman for the 1955 annual meeting of the Louisiana 
State Medical Society . . . At the recent convention of 
the American Pharmaceutical Manufacturers’ Asso- 
ciation, it was reported that at least five pharmaceuti- 
cal firms are preparing to market the antipolio vaccine 


developed by Dr. Jonas Salk of Pittsburgh. 
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News from the State Chapters 


More THAN 2,200 members, wives and guests were on 
hand for the California chapter’s sixth annual scien- 
tific meeting held recently in Los Angeles. The speak- 
ers, exhibits and a dinner party were highlights of the 
four-day meeting. Nineteen outstanding physicians 
spoke on the latest developments in medicine. 

At installation ceremonies Dr. Merlin L. Newkirk, 
the outgoing president, handed over the gavel to his 
successor, Dr. John G. Walsh of Sacramento. Dr. 
Charles Preuss of Santa Barbara was chosen president- 
elect. The board of directors reappointed Dr. Antonio 
J. Franzi of San Francisco to his fourth term as secre- 
tary-treasurer. 

New board members are Dr. J. B. Smith, San Luis 
Obispo; Dr. Milton Maxwell, Corona del Mar ; Dr. Wil- 
liam Burkhard, San Francisco; and Dr. Horace Shar- 
rocks, Sebastopol. Dr. Joseph Telford, San Diego, will 
be speaker of the Congress of Delegates and Dr. Carroll 
B, Andrews, Sonoma, will be vice speaker. Dr. Francis 
T. Hodges, San Francisco. who is also the new editor 


of California-Western Academy Monthly, and Dr. An- 


~~ 
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Socially Speaking. One of the outstanding features of the California 
chapter’s recent annual meeting in Los Angeles was its dinner 
party which was attended by 600 persons. After dinner the group 
danced to the m usic of Lawrence Welk’s orchestra. 


drews were chosen AAGP Assembly delegates and Drs. 
Daniel Beltz, Los Angeles, and Telford are alternates. 

On the social side of the activities—600 gathered to 
dine and dance to the music of Lawrence Welk’s or- 
chestra (see cut). Monday was Ladies’ Day. Luncheon 
was served to 300 doctors’ wives, who witnessed a 
Hollywood fashion and beauty clinic presented by Rita 
LaRoy, TV star. 

California’s 1955 scientific meeting is set for Oc- 
tober 9-12 in San Francisco. Dr. Jo Ann Taylor, Glen- 
dale, has been named program chairman for the meet- 
ing and Dr. Paul Wienholz, San Francisco, chairman 
for the entire meeting. 

Dr. Alex Fraser is the new president of the San 
Francisco (California) chapter. Other Officers are Dr. 
Lawrence M. Trauner, president-elect ; and Dr. Phillis 
Bourne, secretary-treasurer. Recently, the San Fran- 
cisco chapter honored two staff members at Fort Miley 
Veterans Hospital for their outstanding contributions 
to the chapter’s educational program. President Fraser 
presented plaques to Dr. Forrest Willet and Dr. Louis 
Brizzolara for their part in a recent series of “living” 
postgraduate surgical clinics at the VA hospital which 
230 local physicians attended. A similar series will be 
repeated again this year. . 
> The seventh annual meeting of the Oklahoma chap- 
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ter will be held February 14—15 at the Biltmore Hotel 
in Oklahoma City. Program Chairman V. M. Ruther. 
ford has obtained six outstanding speakers to present 
the program. A symposium on rehabilitation will be 
planned on the opening day. Academy President W, 
B. Hildebrand of Menasha, Wis. will be the speaker at 
the banquet that night. The annual breakfast will be 
held February 15 followed by the business meeting, 
Entertainment is planned for the wives. 

On November 28, the Oklahoma chapter sponsored 
a one-day symposium at Lake Murray Lodge near Ard- 
more. The program consisted of a lecture and an hour 


> Advancement of general practice in Michigan reached 
a high point with 1,000 registrants attending the eighth 
annual fall postgraduate clinic sponsored by the Mich- 
igan and Wayne county chapters November 10-11 in 
Detroit. 

Dr. Kenneth W. Toothaker, Lansing, was installed 
as president. Dr. Russell F. Fenton, Detroit. was 
named president-elect and Dr. E. Clarkson Long, De- 
troit, became secretary-treasurer (see cut). Dr. J. §. 
DeTar, Milan, was re-elected as an AAGP delegate and 
Dr. Karl L. Swift, Detroit, retiring president, was 
elected alternate delegate. A very successful scientific 
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program was presented by 16 guest speakers. Dr. Fran- 
cis Rhoades, Detroit, was chairman of the program 
committee. There were also 16 scientific exhibits por- 
traying everyday problems in practice. 

Dr. E. H. Fenton, president of the Wayne County 
Medical Society, was toastmaster at the annual banquet 
which featured President W. B. Hildebrand as guest 
speaker. Dr. Hildebrand spoke on ‘Work, Hope and 
Aspirations of the AAGP.” Dr. Paul Williamson, 
Walsh, Colo., also spoke. 
> The seventh annual meeting of the Illinois chapter 
held recently in Chicago was by all counts the most 
successful in its history. Attendance reached a new 
peak of 855, which bettered by 61 per cent any pre- 
vious attendance. 

Nineteen speakers took part in a comprehensive 
scientific program, which included an elaborate panel 
symposium on the Rh factor. 

Dr. Dewey M. Roberts, Alton, Ill. took office as 
president, succeeding Dr. Pliny R. Blodgett, Chicago 
Heights (see cut). (Soon after this information reached 
GP it was learned that Dr. Blodgett died December 20, 
not long after the meeting.) Dr. Blodgett, during his 
term of office, attended the annual meetings of all the 
surrounding states and, in turn, the Illinois chapter 
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armeaceutical Divisron + RACINE, WISCONSIN 


Illinois Directors. Members of the Illinois ehapter’s board of direc- 
tors are: (first row, left to right) Drs. Michael Serio, Clinton D. 
Swickard, George S. Schwerin, A. |. Doktorsky, Pliny R. Blodgett, 
Dewey M. Roberts and Sidney Klein. Second row, left to right: Drs. 
Carmen Pintozzi, Carl Sachtleben, Leonard F. Roblee, Richard V. Ko- 
chanski, O. A. Phipps, Carl L. Sandburg, Maynard |. Shapiro, Jay G. 
Jones, Thomas Cumming, Seth E. Brown, and H. Marchment-Robi 

Drs. Edward A. Tappan and Robert E. Heerens are not shown. 


Presidents’ Parley. The Illinois chapter’s immediate past president, 
president, and president-elect make plans for the coming year. Left 
to right are Dr. George S. Schwerin, president-elect; Dr. Pliny R. 
Blodgett, immediate past president; and Dr. Dewey M. Roberts, 
president. 


was happy to be hosts to five presidents from other 
states. 

One of the five was AAGP President W. B. Hilde- 
brand, who spoke at the annual banquet. Dr. Hilde- 
brand, in taking ““A Look Ahead” told of the problems 
confronting the general practitioner, and what the 
Academy is doing to solve them. Excerpts from Dr. 
Hildebrand’s talk were quoted the following day in the 
major Chicago newspapers. The other special guests 
were Dr. Herbert W. Salter of Ohio, Dr. Cyrus G. 
Reznichek of Wisconsin, Dr. James A. Cosgriff of 
Minnesota, and Dr. O. T. Scamahorn of Indiana. 

Dr. George S. Schwerin, Chicago, was named presi- 
dent-elect ; Dr. Edward A. Tappan, Paxton, vice-presi- 
dent; and Drs. Seth E. Brown, Evanston; Richard V. 
Kochanski, Chicago; and Carl L. Sandburg, Decatur, 
were elected to the board of directors (see cut). Dr. Rob- 
ert E. Heerens, Rockford, was elected speaker of the 
Congress of Delegates and Dr. A. I. Doktorsky, Chi- 
cago, was re-elected chairman of the Board. 
> Attendance reached more than 600 persons at the 
fourth annual scientific meeting of the Ohio chapter 
which was held recently in Columbus (see cut). 

At the delegates’ dinner, Dr. Herbert W. Salter, 
Cleveland, was installed as president of the Ohio chap- 
ter, succeeding Dr. George H. Lemon, Toledo (see 
cut). The president-elect is Dr. James R. Jarvis, Van 
Wert. The new president was given the power, with 
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New President for the Buckeyes. Dr. Herbert W. Salter, the new presi- 
dent of the Ohio chapter, receives the gavel from outgoing president 
George H. Lemon at the delegates’ dinner held during the chap- 


ter’s annual meeting in Columbus. 


Good Attendance. A portion of an audience of 600 who attended 
the Ohio chapter’s scientific sessions. 


the approval of the congress of delegates, to appoint 
Dr. Earl C. Van Horn, Cincinnati, speaker of the con- 
gress; Dr. Lewis W. Cellio, Columbus, vice speaker ; 
and Dr. Howard R. Mitchell, treasurer. 

The Franklin (Ohio) County chapter has just com- 
pleted a very successful seminar on electrocardiog- 
raphy. Eighty-eight doctors signed up for the course. 

The Southwestern Ohio Society of General Physi- 
cians also has just completed a seminar. It was on 
“Traumatic Orthopedics for the General Physician.” 
> At the Nebraska chapter’s recent annual banquet 
Mr. E. J. Faulkner, president of Woodmen Accident 
and Life Company of Lincoln, Nebraska, was the prin- 
cipal speaker. His topic was “Some Thoughts on Our 
Partnership.” At the AMA’s Interim Session in Miami 
just before Christmas, Mr. Faulkner, an opponent of 
the Administration’s reinsurance plan, discussed the 
subject with one of its chief supporters, Mrs. Oveta 
Culp Hobby, Secretary of Health, Education and Wel- 
fare. A story on Mr. Faulkner’s speech to the Nebraska 
group appears on page 147. 

The new editor of The Cornhusker G.P., the Nebras- 
ka chapter’s publication, is Dr. R. W. Homan, Crete. 
He succeeds Dr. J. D. Kovar who moved to Arizona 
because of ill health. 
> The Delaware chapter had its annual business and 
scientific meeting December 10-11 in Wilmington. 
The guest speaker at the annual banquet was Academy 
President W. B. Hildebrand. The scientific program 
was presented by Dr. Dominick Donio, Allentown, Pa. ; 
Mr. Gustav J. Martin, research director of the National 
Drug Company, Philadelphia; Dr. Joseph Hopen, 
Philadelphia; Dr. Lowell A. Erf, Jefferson Medical 
College. Philadelphia; Dr. Peter J. Warter, Trenton, 
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Part of a Long-Range Program in Geriatrics. Many Academy 
members were among the more than 300 physicians who attended a 
recent one-day symposium on “Constructive Medicine in Aging” in 
Cincinnati. The meeting, sponsored by The Wm. S. Merrell Co. of 
Cincinnati, is part of their program to combat chronic diseases of 
later life. Last October the company dedicated new gerontologic 
laboratories. Shown discussing the program are (left to right) Dr. 
Stanley Simon, Daniel Drake Hospital for chronic diseases, Cin- 
cinnati; Dr. E. Weyman, Cincinnati; Dr. Earl C. Van Horn, president 
of Southwestern Ohio Society of General Physicians; Dr. Joseph 
Lindner, member of the Board of Directors of the American Acad- 
emy of General Practice; and Mr. Frank N. Getman, vice president 
and assistant general manager, The Wm. S. Merrell Co. 


| APPETITE 
GROWTH 


Orexin 


(STUART) 


N. J.; Dr.Charles E. Brambel, Baltimore ; and Mr. |ames 
E. Bryan, Summit, N. J., administrator of the New 
Jersey Medical and Surgical Plan. 

The Delaware chapter is to be congratulated on its 
new publication, The Diamond State Practitioner. The 
second issue came out in November. 
> The tenth postgraduate seminar sponsored by the 
Alabama chapter was held Jan. 19-20 at the Medical 
College in Birmingham. 
> The new executive secre- Ra: # 
tary of the Oregon chapter * 
is Mr. J. J. Adams. A gradu- 
ate of Gonzaga University, 

Spokane, Wash., Mr. Adams 

also holds the position of 

Director of Public Affairs 

and Alumni Executive Sec- 

retary at the University of 

Oregon Medical School, 

Portland. 

> Dr. George B. Logan, as- 

sociate professor of pediat- 

rics at the Mayo Foundation, was a guest speaker at 
the seventh annual meeting of the Spokane (Wash- 
ington) chapter on December 4. 

> The Spring Clinical meeting of the Massachusetts 
chapter, usually held in April, will be March 5 at the 
Worcester Sheraton Hotel in Worcester. 

> Dr. Arthur Clateman is chairman of the general ar- 
rangements committee for the Pennsylvania chap- 
ter’s annual meeting May 12-15 in Wernersville. His 
co-chairmen are Drs. Edwin Matlin and Morgan Per- 
son. 

> The eighth annual officers installation and dinner 
dance of the St. Louis (Missouri) chapter was held 
December 4. At the chapter’s November meeting, Dr. 
Arnold S. Jackson of the Jackson Clinic, Madison, 
Wis., was the guest speaker. 

> Congratulations are in order for the lowa chapter 
on its new publication, The Hawkeye G.P. News, which 
began in November. Officers of the Iowa chapter are 
Dr. Frank D. McCarthy, president; Dr. William M. 
Sproul, president-elect; Dr. C. A. Nicoll, vice presi- 
dent; and Dr. Donald H. Kast, secretary-treasurer. 
> The third annual scientific assembly of the New 
Jersey chapter was held December 8 in Newark. The 
program which was a symposium on office gynecology 
was presented by Dr. Alan P. Guttmacher, Columbia 
University; Dr. Herbert F. Newman, New York Uni- 
versity; Dr. Walter J. Reich, Chicago Medical School; 
and Dr. Robert B. Greenblatt, University of Georgia. 

> A seminar sponsored by the Texas chapter Decem- 
ber 2 in Abilene culminated in the formation of a Mid- 
west chapter for general practitioners in that area. 
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» Mrs. Dorman B. Barber has been named the “‘Gen- 
eral Practitioner’s Wife of the Year”’ by the Louisiana 
chapter. She was presented by Mrs. J. M. Boden- 
heimer, the first lady to receive this project’s award. 

> The Tennessee chapter of the AAGP and the Nash- 
ville Academy of Medicine co-sponsored a two-day 
medical meeting recently in Nashville. Dr. J. Robert 
Teabeaut, former chief of the Armed Forces’ forensic- 
pathology section, discussed the role of medicolegal 
pathology in medicine. Other speakers included Drs. 
David G. Pugh, Rochester, Minn. ; Lewis Dexter, Bos- 
ton; Osler Abbott, Emory University; Bertram E. 
Sprofkin, Nashville; and Robert B. Greenblatt, Au- 
gusta, Ga. 

Tennessee physicians in 13 counties surrounding 
Cookeville. Tenn. met recently to organize the Tom 
Moore chapter of the Academy. The chapter was 
named for Dr. Tom Moore of Algood who was selected 
as Tennessee’s “general practitioner of the year” in 
1951 by the state medical association. 
> More than 200 family doctors from the Schenectady- 
Albany area attended a recent all-day symposium at 
the Mohawk Golf Club in Schenectady, N. Y. The 
meeting was sponsored by the Tri Counties (New 
York) chapter. 


South Carolinians in Special Session. The officers and some of the 
commission chairmen of the South Carolina chapter are shown at a 
recent special meeting. Seated, left to right, are Dr. Hervey W. 


‘Mead, president-elect; Dr. M. Whitfield Cheatham, board member; 


Dr. Kirby D. Shealy, president; Dr. William T. Hendrix, membership chair- 
man; Dr. Homer M. Eargle, vice president; and Dr. Horace M. Whit- 
worth, secretary-treasurer. Standing, left to right, are Dr. Lucius M. 
Cline, finance chairman; Dr. |. Ripon Wilson, Jr., hospital chairman; 
Dr. Robert L. Sanders, legislation and public policy chairman; Dr. 
Gustave P. Richards, publications chairman; Dr. W. Wyman King, 
credentials chairman; and Dr. Henry F. Hall, constitution and by- 
laws chairman. 


Simple, Rapid, Accurate 
Metabolic Rate Calculator 


Makes tests a low cost routine 
Quick recheck on your machine 


The M-F Metabolic Rate Calculator pre- 
dicts metabolic rates with an accuracy 
comparable to that of serum cholesterol 
level or indirect calorimetry. Absence of 
alarming equipment holds patient excite- 
ment to a minimum. Provides valuable 
screening technic using data quickly avail- 
able in the office. Eliminates elaborate, 
time-consuming preparation. Makes more 
frequent tests possible. Checks metabolic 
rate rise over normal under stimuli of eat- 
ing, exercise, or medication. See: Chinsky, 
M.: Evaluation of methods for determin- 
ing basal metabolic rate in office prac- 
tice, J.A.M.A. Vol. 155, No. 12, p. 1055, 
July, 1954. White plastic construction. 


Order yours today. Price, $10.00. 


A. S. ALOE COMPANY 


AND SUBSIDIARIES 
1831 Olive St. St. Louis 3, Mo. 


NEW! A “practical atlos” of 
X-rays in Obstetrics 


Obstetrical Roentgenology 


Edited by CLAUDE E. HEATON, M.D. 


Dr. Robert Berman’s new book is the only work in which 
the entire subject of Obstetric Roentgenology is covered. 
Here you will have a vivid picture-and-text presentation 
which stresses important principles, methods of x-ray pel- 
vimetry, advantages and disadvantages of each method, 
the correction of x-ray distortion, the corelation of x-ray 
pelvimetry to clinical obstetrics. 

A truly priceless feature is offered in the superb col- 
lection of over 500 illustrations. These are brilliant repro- 
ductions of x-ray films—each picture given explicit mean- 
ing by Dr. Berman’s markings showing diameters and 
x-ray measurements. This book on today’s advanced x-ray 
technics brings fresh help on numerous obstetrical prob- 
lems. Ready soon—order yours now. 


ABOUT 500 PAGES, OVER 500 ILLUSTRATIONS 


1914 Cherry 


Philadelphia 3, Pa. 
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brand of tetrahydrozoline hydrochloride 


nasal spray 


New standard for effective, prolonged 
nasal decongestion 
without rebound congestion 


For maximum nasal decongestion when using the new Tyzine Nasal Spray, squeeze 
the bottle, spraying 3 or 4 times into each nostril. 


Also available as Nasal Solution. For adults: instill 1-4 drops into each nostril, 
every three or four hours. For babies up to one year: administer no more than 
1 drop into each nostril; for toddler patients from one to five: 2 drops in each nostril 
is recommended. Repeat after four hours if symptoms reoccur. As occurs with 
certain nasal decongestants, excessive dosage may on rare occasions cause deep 
sleep which is followed upon cessation of therapy by an uneventful recovery. 


supplied: As 0.1% aqueous solution; as Nasal Spray in 
plastic squeeze bottles containing 4% ounce of TYZINE, and 
Nasal Solution in bottles of 1 ounce. 


Pfizer PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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WHAT OTHERS ARE SAYING... 


Physician, Don’t Try To Cure Thyself 


The Bulletin of the Passaic County (N.J.) Medical So- 
ciety, for June 1954, calls attention to a project of the 
American Academy of General Practice which should be 
of more than passing interest. Read the short article, re- 
printed here and then answer the questions below it. 
Maybe Dr. Shaw “thas something”: 
A FAMILY DOCTOR FOR EVERY 

DOCTOR’S FAMILY 

The American Academy of General Practice is en- 
listing the support of the American Medical Association 
and other medical organizations in a project which is 
being given high priority support during 1954. The 
project is best described by the slogan, “A Family Doc- 
tor for Every Doctor’s Family.” 

The academy undertook the project because it felt 
that, like the cobbler’s children who have no shoes, the 
doctor’s family may be getting the poorest medical care 
and attention. 

The idea first was formulated by Dr. Merrill Shaw, 
academy vice-president, who has been critically ill at his 
home in Seattle. 

In outlining the idea to the academy’s board of direc- 
tors, Dr. Shaw said he was convinced that physicians 
and their families receive “hopscotch” medical atten- 
tion, neglect their own health, and seldom have a thor- 
ough check-up. He said that during his 20 years as a 
general practitioner, he does not recall that a single doc- 
tor ever came to him for a physical examination. Dr. 
Shaw provided records to show that the country is los- 
ing many highly trained doctors at the peak of their 
careers. Many of the deaths are due to preventable ill- 
ness. He estimated that more than half the doctors in 
private practice work 60 or more hours a week. Their 
failure to practice what they preach may result in many 
premature deaths. 

The academy presently is leading a campaign, es- 
pecially among women’s auxiliaries of state and county 
medical societies, to have every physician arrange for 
the services of a family doctor for himself and his family. 

“So what?” you say. Well, doctor, just how many 
times, aside from insurance examinations, have you had 
—ever had—a real physical checkup? Does your family 
have a family doctor, in the same sense that we urge the 
public to have one? In case you live in a community not 
blessed with another doctor, or one you consider suit- 
able, have you contacted any doctor elsewhere in this 
regard ? 

! It is a safe bet the answers to the above questions are 
either “no” or “seldom.” Not until you are sick do you 
wish you had had a “checkup” sooner, and when you 
recover, you fall back into the old rut of self-diagnosis 
and wishful thinking. 

—A. W. Cavuns, M.D., Associate Editor 
Journal Indiana State Medical Association, Oct., 1954. 
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Respiratory and Circulatory Stimulation, Analeptic Action 
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primary resuscitative measures, inject the central 
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more advanced signs of senility and mental. confusion, 
prescribe Metrazol oral tablets or in solution. 


For injection — Metrazol ampules 1 and 3 ce. 
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WHAT OTHERS ARE SAYING 


Must Ease Medical Cost 


NEEDED AND PROPER federal aid for the expansion of sick- 
ness insurance will help, aot hamper, the private practice 
of medicine, Dr. Chester Keefer, top medical adviser in 
Washington to the Secretary of Health, Education and 
Welfare, said here today. 

The Eisenhower recommendation for a 25-million-dol- 
lar federal fund to protect insurance companies venturing 
into broader coverage of sickness costs was rejected by the 
last Congress. Spokesmen of the American Medical Asso- 
ciation and of some insurance companies opposed the plan. 

Dr. Keefer said the proposal will be re-introduced, 
and insisted there are many good reasons why it should 
be enacted. 

“Sickness insurance for Americans has grown enorm- 
ously,” he said, “but has big gaps in its coverage. Benefits 
are still inadequate for what is called short-term high-cost 
illnesses, and are virtually nonexistent for the costs of 
prolonged illnesses. 

“The federal reinsurance fund is aimed at encouraging 
insurance companies to experiment in those fields without 
severe loss. These phases of sickness must be met by some 
kind of voluntary insurance or we will get what is called 
socialized medicine. 


Right to Protection 


“The people have a right to expect protection from 
bankruptcy through illness, and will demand it somehow, 


One way to keep it on a private basis is through the 
government’s helping hand, not its domination, he added. 

Group efforts in sickness insurance are inevitable and 
already huge, Dr. Keefer pointed out. Labor unions have 
made sickness insurance a prime bargaining factor; in 
about 37 per cent of group health plans now established 
the employers pay the premiums. 

A bit of federal reinsurance on health is comparable to 
government protection of bank deposits up to $5,000, to 
parity prices for farm products and tariffs on foreign im- 
ports desired by American business, the visitor illustrated. 


More To Be Needed 


“Private physicians need not fear they will lose out to 
group medicine in America’s evolutionary changes.” Dr. 
Keefer said, “Many signs point to the fact that progress in 
medical care will enhance the need for more and better 
family doctors, personal physicians. 

“Families need a personal physician as their health 
guide, directing them when they need specialist care, fol- 
lowing up on their overall health needs. This guiding 
service will never be supplanted by institutional care. The 
efliciency and scientific equipment of institutional medi- 
cine will always need the personal physician to add the 


pe human touch.”—The Kansas City Star, November 16, 
4. 
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WHAT OTHERS ARE SAYING... 


Cost of Drugs in England 


Tue size of the national drug bill continues to exercise the 
minds of economists and politicians. At the outset of the 
National Health Service the expenditure on prescriptions 
rose, and the Ministry of Health thought that the pharma- 
ceutical manufacturers did well out of the health service 
because it increased their business. In particular it was con- 
sidered that there was excessive prescribing of high-priced 
proprietary preparations. For this reason an investigating 
committee was set up under the chairmanship of Sir Henry 
Cohen. 

This committee noted the three distinct classes of 
product that the industry recognizes: basic or standard 
drugs as listed in the British Pharmacopoeia; ethical pro- 
prietaries, which are drugs made under trade names but 
advertised solely through medical mediums; and drugs 
advertised to the public. The committee recommended that 
preparations advertised to the public should not be pre- 
scribed under the National Health Service. It then examined 
the composition of 6,000 ethical proprietaries with the ob- 
ject of deciding whether they were therapeutically worth 
their cost. As a result it recommended that proprietary 
preparations for which there is a standard pharmacopoeial 
equivalent should only be prescribed if satisfactory price 
arrangements could be made between the Ministry and the 
manufacturers. The industry has been critical of these rec- 
ommendations, contending that proprietaries are not in- 
evitably more expensive than the standard equivalent 
would be. 

Although this contention is often true, there are a few cases 
in which the difference between the cost of the proprietary 
and the standard equivalent is so wide that it is difficult to 
justify. 

Nevertheless, the industry resents the application of 
rigid and unimaginative principles of accountancy to phar- 
maceutical costs. The manufacturers of successful proprie- 
taries have to cover their own research cost of unsuccessful 
projects. The industry also resents the principle of a stand- 
ard rate of profit, on which it fears the Ministry may base its 
price policy. The Times points out that it has been sug- 
gested that the National Health Service provides a steady 
market and so takes the risk out of the business. This is not 
true because, although the demand for staple drugs may 
not vary, the demand for new drugs is uncertain. Dr. Fleck, 
the chairman of Imperial Chemical Industries, has recently 
asserted that it is not enough for the annual expenditure 
on research to be covered as a cost. The risks inherent in 
research and the marketing of new products must be re- 
flected in profits. He suggested that there is a danger that 
pharmaceutical research might be rendered so unattractive 
that this important field might be abandoned by one com- 
pany after another. As the Times points out, it would be 
ironical if the introduction of the National Health Service 
was allowed to have this effect.—Joun Lister, M.D., New 
England J. Med., 251:745, 1954. 
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Kolantyl Gel 


Action: 
1. Bentyl* combines spasmolysis and 
parasympathetic-depressant actions 
without the side effects of atropine. 


2. Prompt, prolonged neutralization of 
excess gastric acidity . . . magnesium 
oxide and aluminum hydroxide. 


3. Protective, demulcent coating action 
over the ulcerated area . . . methylcel- 
lulose. 


4. Checks the mucus-destroying action 
of lysozyme and pepsin . . . sodium 
lauryl sulfate. 


*Merrell's distinctive antispasmodic that is more 
effective than atropine—free from side effects 
of atropine.2 


Composition: 


Each 10 cc. of Kolantyl Gel or each 
Kolantyl tablet contains: 

Bentyl Hydrochloride .... 5mg. 
Aluminum Hydroxide Gel . . 400 mg. 
Magnesium Oxide. . . . . . 200mg. 
Sodium Lauryl Sulfate... . 25 mg. 
Methylcellulose ...... . 100mg. 


Dosage: 
Gel — 2 to 4 teaspoonfuls every three 
hours, or as needed. 


Tablets — 2 tablets (chewed for more 
rapid action) every three hours, or as 
needed. 


Supplied: 
Gel —12 oz. bottles. Tablets — bottles 
of 100 and 1000. 


T. M. Kolanty!®, “Benty!’. 


THE WM. S. MERRELL COMPANY 
New York * CINCINNATI * St. Thomas, Ontario 
PIONEER IN MEDICINE FOR OVER 125 YEARS 
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Painful gastrointestinal spasm 
is relieved hyperacidity is neutralized 
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mechanical erosion is arrested(!), 
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Redisol. 


CRYSTALLINE VITAMIN By 


versatile and antianemic 


100, 250 mcg.; Reptsox Elixir, 5 mcg. 
same response in pernicious anemia as per 5 cc.; and Repisox Injectable, 30, 
injections of potent liver extracts. 100 and 1,000 mcg. per cc. 
ReEpDIsoL—pure vitamin B,.—also pro- 
duces similar results in many cases of 
nutritional macrocytic anemia, mega- 
loblastic anemia of infancy, tropical 
and non-tropical sprue. Philadelphia 1, Pa. 
Available as Repisot Tablets, 25, 50, DIVISION OF MERCK & CO., INc. 
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® 
Serpasil-Apresoline 
hydrochloride 

(RESERPINE AND HYDRALAZINE HYDROCHLORIDE CIBA) 


| > The tranquilizing, bradycrotic and mild antihypertensive effects 
‘> 2 Serpasil, 2 pure erystalline alkaloid of rauwolfia root. 


‘« Th: more marked antihypertensive effect of 
-“v cesoline and its capacity to increase rena! plasma flow. 
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WHAT OTHERS ARE SAYING.. 


Choosing a Doctor 


ONE OF THE BIG PROBLEMS of people today is how to find a 
good doctor or a good doctor for their particular need at 
the time. Today, many a well-to-do family, living in a 
suburb, has several physicians; the husband may have one, 
and the wife may have another. When the husband’s stom- 
ach misbehaves he may go to a gastroenterologist in the 
city, and when his joints get stiff and painful he may go to 
a physiotherapist. When the wife gets pregnant she will 
go to her obstetrician, and when the children are seriously 
ill she will call their pediatrician. 

A good family physician will always call a consultant 
when one is needed, and the patient will be grateful for 
this service. I think my patients are almost as grateful to 
me when I refer them to a specialist who cures them, as 
they would have been if I had been able to cure them 
myself 

I appreciate the fine job Mrs. Alice Lake has done, 
writing in the American magazine on this subject. She tells 
how she had to try out several doctors before she found 
one whom she and her husband liked and who later became 
the family friend and counselor. 

As Mrs. Lake said, no matter how able a physician may 
be, he cannot hope to please every type of patient. One, 
when ill, may not want to be fussed over or given much 
medicine, while another wants two kinds of “‘shots” in- 
jected every other day for a year. One hates a hospital and 
operations; the other loves to go to a hospital and loves 
operations. One likes to be told there is nothing seriously 
wrong, the other dislikes the doctor who tries to cheer 
him up. Evidently different patients must find different 
doctors. 

People who begin to suspect their “doctor” is a quack 
can write my friend Mrs. Field, of the American Medical 
Association, 535 North Dearborn Street, Chicago. She 
has a rogue’s gallery of quacks. 

As Mrs. Lake says, today the finest type of general 
practitioner is likely to be a member of the American 
Academy of General Practice. My old friend, Mr. Mac 
Cahal, of the Academy, at 34th and Broadway, Kansas 
City, Mo., will give the names of some of the members in 
any city or county. 

If, on your first visit, you don’t like the doctor, and 
don’t trust him, you had better walk out and try again. 
Ifnecessary, try several times.—Watter C. Atvarez, M.D. 
Battle Creek Enquirer and News, Nov. 17, 1954. 


WHAT OTHERS ARE SAYING... 


Keep Health Insurance Voluntary 


ON THE Basis of a great deal of additional information given 
‘ous by the insurance industry, we are compelled to re- 
verse Our past position favoring the Eisenhower adminis- 
ration’s health reinsurance program. 
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PERMANENT BINDING FOR YOUR GP COPIES 


The desire to preserve the issues of GP for per- 
manent reference has brought an increasing number 
of inquiries from subscribers for advice as to where 
they can have this binding done. As a result of some 
extensive investigation, we feel that the most satis- 
factory and economical results can be obtained by 
selecting a capable bindery, specializing in this type 
of work, which will follow our specifications and 
produce an attractive, well-bound book, at a reason- 
able price. 


We are pleased to announce that PABS (Pub- 
lishers Authorized Binding Service), 308 West 
Randolph Street, Chicago 6, Illinois, has been 
selected as offering this type of service. They will 
bind six issues of any volume in the best grade of 
washable “GP Blue’”’ buckram, with gold stamping 
on the spine and the subscriber’s name in gold on 
the front cover. The cost is $3.60 per volume. Send 
the six issues to Chicago, express or parcel post pre- 
paid, with check or money order payable to PABS. 
The bound volume will be returned, transportation 
prepaid, by the bindery. 
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KANSAS CITY, MO. 


who appreciate 
the finest ... 


Surrounded by charm and luxuries . . . 7 minutes 
from downtown. Superb food—unsurpassed serv- 
ice . . . dancing and delightful entertainment in 
the beautiful ete Room. Bungalow suites 


adjacent to hotel. 

Free Parking 
Aik: Garage in Building 
Telephone 


VAlentine 7047 


HOTEL 


BELLERIVE 


During the past few years several insurance conipanies 
have entered the field of catastrophe insurance and now 
supply policies that cover extraordinary medical expenses 
at a reasonable cost which the average citizen can pay, 
Mr. E. A. McCord, president of the Illinois Mutual Cus. 
ualty Company, has pointed out that his company, for 
instance, provides catastrophe insurance to cover expenses 
up to $10,000. It is possible for a man and wife in their 
40s with three or more children to get coverage for medical 
expenses up to $5,000 for as little as $93 a year or $8 4 
month. Of course the first $500 of such a catastrophic ex. 
pense is deductible and must be paid by the insured 
person. 

Mr. McCord also pointed out that this type of catas. 
trophe insurance is now being written by the insurance 
industry largely without any private re-insurance program, 
The capacity of the industry as a whole to provide this 
kind of insurance is great and there is no need for the 
proposed $25,000,000 government fund for this purpose. 

Certainly there is a widespread misconception in the 
United States, which we ourselves have shared, that the 
insurance industry has been either unwilling or unable to 
provide reasonably priced catastrophe insurance. It has 
undoubtedly been spread by the strenuous and effective 
efforts of those favoring a government-controlled health 
program. The insurance industry’s own failure extensively 
to dramatize its contributions and to capitalize on them 
with the public is also responsible. 

As we have stated repeatedly in the past, it is a sound 
principle of government that government should never in- 
vade a social welfare field in which private or semi-public 
agencies are able and willing to provide what is needed. 
It seems clear that the insurance industry has the capacity 
and is now showing the willingness to handle this special 
and long neglected field of catastrophe health insurance. 

The best way to prevent socialized medicine or socialized 
insurance is to eliminate, through private effort, any need 
or demand for them and to do so before government gets 
started in the field. The Eisenhower administration can 
hardly claim a need for government action if the insurance 
industry has already taken action without government help. 
And surely if the insurance industry is successful in selling 
its catastrophe insurance plans on a voluntary basis to the 
majority of Americans, there will no longer be any reason- 
able demand for government action. We hope that happens. 


—The Indianapolis Star, September 25, 1954. 


Medical School Obligations 


““A MEDICAL SCHOOL has certain obligations. ‘Two 
of these are the ‘preparation of physicians for 
‘family care’ and the continuation of the physi- 
cian’s education during his practice years.” 


—-E. G. Dimonn, J. A. M. A., 156: 95, 1954. 
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Official Call for the Annual Meeting 


NOTICE OF PROPOSED AMENDMENTS 


Notice has previously been given of the Seventh Annual Scientific 
Assembly of the American Academy of General Practice to be held in 
the City of Los Angeles, California, March 28 to 31, 1955, at the Shrine 
Auditorium. The Congress of Delegates will convene at the Statler Hotel 
in Los Angeles at 2:00 p.M., on March 26, 1955. 

The following amendments to the Constitution and By-Laws have been 
proposed and submitted to the Committee on Constitution and By-Laws, 
which will present said proposed amendments with its recommendations 
for the consideration of the Congress of Delegates at the annual meeting: 


No. 1: To remove the requirement that 
the Chairman of the Commission on 
Membership and Credentials be a Di- 
rector. 

By-Laws, Chapter IX, Section 2 

Proposed by the Board of Directors 

ReEsotvep, That Chapter IX, Section 2 
of the By-Laws shall be amended by de- 
leting the first sentence thereof, and sub- 
stituting in lieu thereof the following: 
The Commission on Membership and 
Credentials shall be composed of a mem- 
ber of the Board of Directors and nine 
or more members from the membership 
of the Academy,” and adding a new 
sentence at the end of said section read- 
ing as follows: ‘The Board of Directors 
shall appoint the chairman annually.” 


No. 2: To remove the requirement that 
the Chairman of the Commission on 
Hospitals be a Director. 

By-Laws, Chapter IX, Section 3 

Proposed by the Board of Directors 

REsoLveD, That Chapter IX, Section 3 
of the By-Laws shall be amended by de- 
leting the first sentence thereof and sub- 
stituting in lieu thereof the following: 
“The Commission on Hospitals shall be 
composed of a member of the Board of 
Directors and nine or more members 
from the membership of the Academy,” 
and adding a new sentence at the end of 
said section reading as follows: ‘The 
Board of Directors shall appoint the 
chairman annually.” 


No. 3: To remove the requirement that 
the Chairman of the Commission on Leg- 
islation and Public Policy be a Director. 
By-Laws, Chapter IX, Section 4 
Proposed by the Board of Directors 
Resotvep, That Chapter IX, Section 4 
of the By-Laws shall be amended by de- 
leting the first sentence thereof and sub- 
stituting in lieu thereof the following: 
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‘The Commission on Legislation and 
Public Policy shall be composed of a 
member of the Board of Directors and 
nine or more members from the mem- 
bership of the Academy,” and adding a 
new sentence at the end of said section 
reading as follows: “The Board of Direc- 
tors shall appoint the chairman annu- 
ally.” 


No. 4: To remove the requirement that 
the Chairman of the Commission, on 
Education be a Director. 

By-Laws, Chapter IX, Section 5 

Proposed by the Board of Directors 

Resotvep, That Chapter Section 5 
of the By-Laws shall be amended by de- 
leting the first sentence thereof and sub- 
stituting in lieu thereof the following: 
**The Commission on Education shall be 
composed of a member of the Board of 
Directors and nine or more members 
from the membership of the Academy,” 
and adding a new sentence at the end of 
said section reading as follows: ‘‘The 
Board of Directors shall appoint the 


chairman annually.” 


No. 5: To combine the Committee on 
Constitution and By-Laws with the Ref- 
erence Committee. 
By-Laws, Chapter IX, Section 8 
Proposed by the Committee on Constitu- 
tion and By-Laws 
REsoLveD, That Section 8 of Chapter 
IX of the By-Laws shall be amended by 
striking therefrom all of said section and 
substituting in lieu thereof the following: 
**Sec. 8. Constitution and By-Laws Com- 
mittee. This committee shall consist 
of five delegates whose terms in the 
Congress of Delegates will not expire 
until the end of the next ensuing an- 
nual meeting. Not more than one mem- 
ber of the committee may be a delegate 
from a single state. The chairman shall 


be appointed by the Board «f Direc. 
tors. The Speaker of the Coiigress of 
Delegates shall designate the standing 
Committee on Constitution and By. 
Laws as the Reference Committee on 
Constitution and By-Laws for the next 
ensuing meeting of the Congress of 
Delegates, unless otherwise ordered 
by the Congress. It shall be the func. 
tion of this committee to receive pro. 
posals or submit proposals of its own 
for amendments to the Constitution 
and By-Laws, and to submit recom. 
mendations to the Congress regarding 
such proposed amendments.” 


No. 6: To clarify Active Membership. 
By-Laws, Chapter IV, Section 1 
Proposed by the Committee on Constitu- 

tion and By-Laws 
REsotveD, That Section 1 of Chapter 

IV of the By-Laws shall be amended by 

inserting in the first line thereof, between 

the words “for” and “members,” the 
word “active.” 


No. 7: To clarify Active Membership. 
By-Laws, Chapter I, Section 2 
Proposed by the Committee on Constitu- 

tion and By-Laws 
Resotven, That Section 2 of Chapter 

I of the By-Laws shall be amended by 

inserting in the first line thereof, before 

the word Membership,” the word “Ac- 
tive.” 


No. 8: To establish the subscription rate 
for GP at $5.00. 

By-Laws, Chapter IV, Section 1 

Proposed by the Finance Committee 

Wuergas, The Finance Committee 
has recommended that the By-Laws be 
amended to provide that five dollars 
($5.00) of the annual dues be allocated 
for subscription to GP, this being the 
sum originally provided in the By-Laws 
for this purpose, instead of six dollars 
and fifty cents ($6.50) as provided in the 
amendment adopted in 1954 when total 
annual dues were increased to nineteen 
dollars and fifty cents ($19.50) and 

Wuergas, The Finance Committee has 
concluded that five dollars ($5.00) isa 
sufficient sum for the annual member- 
ship subscription to GP, and 

Wuerzas, The balance of one dollar 
and fifty cents ($1.50) can more appro- 
priately be used in the general funds of 
the Academy, now 

THEREFORE, BE IT RESOLVED, That Sec- 
tion 1 of Chapter IV of the By-Laws shall 
be amended by striking from the second 
and third lines thereof the words “Six 
dollars and fifty cents ($6.50)” and sub- 


stituting in lieu thereof the words “five 
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dollars ($5.00),” and 

Be IT FURTHER RESOLVED, That upon its 
approval and adoption by the Congress 
of Delegates this amendment shall be- 
come retroactively effective as of Janu- 
ary 1, 1955. 


No. 9: To set annual dues at an even 
$20.00. 

By-Laws, Chapter IV, Section 1 

Proposed by the Finance Committee 

Wuereas, The members of the Finance 
Committee at a regular meeting thor- 
oughly discussed the increase in annual 
dues of four dollars and fifty cents 
($4.50), approved by the Congress of 
Delegates in 1954, and 

Wuereas, The members of the Finance 
Committee unanimously feel that dues 
including a fractional part of a dollar 
create confusion in the minds of mem- 
bers as well as in accounting procedures 
at headquarters, and also might be a sub- 
ject of curiosity or amusement in other 
national medical societies, and 

Wuereas, The members of the Finance 
Committee feel that no member would 
object to increasing the dues by fifty 
cents a year, thus arriving at a round 
figure for annual dues in the amount of 
twenty dollars ($20.00), now 

THEREFORE, BE IT RESOLVED, That Sec- 
tion 1 of Chapter IV of the By-Laws shall 
be amended by striking from the second 
line thereof the words “nineteen dollars 
and fifty cents ($19.50)”’ and substituting 
in lieu thereof the words “twenty dollars 


($20.00).”” 


Ne. 10: To require a residency or its 
equivalent of candidates for membership 
after 1958. 

By-Laws, Chapter I, Section 2 

Proposed by the Board of Directors 

Resoivep, That the first paragraph of 
Section 2 of Chapter I of the By-Laws 


shall be and hereby is amended by add- 


inga new sentence following the sentence 
concluding at Line 15, and preceding 
the last sentence of said paragraph, said 
new sentence to read as follows: “After 
July 1, 1958, candidates for active mem- 

ip who were graduated from medi- 
cal school after 1955, to be eligible, must 
have completed, following internship, 
two (2) years of resident graduate train- 
ing, Or its equivalent, acceptable to and 


approved by the Commission on Edu- 
cation,” 


Ne. 11: To require a residency or four 
years of practice of candidates for mem- 
Pp. 
By-Laws, Chapter I, Section 2 


GP February 1955 


Proposed by the Tennessee Chapter of the 
American Academy of General Practice 

Wuereas, The American Academy of 
General Practice was organized to pro- 
mote and maintain high standards of the 
general practice of medicine and surgery, 
and 

Wuereas, Selection of physicians as 
teachers in medical schools is determined 
by their meeting accepted standards of 
competence, and 

Wuereas, Selection of physicians for 
hospital staff appointments is determined 
by their fulfilling certain qualifications, 
and 

Wuereas, At the present time there is 
no set standard by which general prac- 
titioners can be evaluated and no set 
course upon which a young doctor con- 
templating entering general practice can 
follow toward a definite goal, and 

Wuereas, It is desirable that Acad- 
emy membership be recognized by gen- 
eral practitioners, the medical profession 
in general, and the general public as 
synonymous with competence in our 
chosen field, now 

THEREFORE, BE IT RESOLVED, That Sec- 
tion 2 of Chapter I of the By-Laws shall 
be and hereby is amended by adding a 
new paragraph following the sentence 
concluding at Line 15, reading as fol- 
lows: ‘Candidates for membership who 
were graduated from medical school 
after 1955, to be eligible must have com- 
pleted, following internship, either 

Plan 1: Two (2) years of resident grad- 
uate training acceptable to and 
approved by the Commission 
on Education, 

Plan 2: One (1) year of resident grad- 
uate training acceptable to and 
approved by the Commission 
on Education, followed by two 
(2) years of general practice, 
or 

Plan 3: Four (4) years of general 
practice. 

“Credit for active service as medical 
officer in the U. S. Army, Navy, Air 
Force, or Public Health Service shall be 
allowed as follows: One (1) year or more 
of service shall be acceptable for one (1) 
year of the residency requirement in 
Plan 1. All time spent in service shall be 
acceptable toward fulfilling the practice 
requirement in Plan 3.” 


No. 12: Pertaining to Associate Member- 
ship. 
By-Laws, Chapter I, Section 4 
Proposed by the Tennessee Chapter of the 
American Academy of General Practice 
Resotvep, That Section 4 of Chapter 
I of the By-Laws shall be amended by 


deleting therefrom the first, second, and 
third sentences ending at Line 9, and 
substituting in lieu thereof the following: 
Graduates of medical schools approved 
by the American Medical Association not 
otherwise eligible for membership, as 
provided for in Section 2 of this chapter, 
may be elected to Associate Membership 
in the same manner as provided for the 
election of Active Members. Election to 
Associate Membership shall be for a max- 
imum of one (1) year, provided, how- 
ever, that an Associate Member may be 
re-elected to this classification annually. 
Any Associate Member who fails to be 
elected to Active Membership within one 
(1) year after becoming eligible for Active 
Membership shall be dropped from the 
rolls of the Academy.” 


No. 13: To establish a waiting period for 
Active Membership. 

By-Laws, Chapter I, Sections 2 and 4 

Proposed by the California Chapter of 
the American Academy of General Practice 

ReEsotveD, That Chapter I of the By- 
Laws shall be amended by striking there- 
from all of Section 4, substituting the 
following paragraph: ‘Section 4, Asso- 
ciate Members. Physicians otherwise eli- 
gible for membership who have not been 
engaged in general practice for three (3) 
years, as provided for in Section 2, may 
be elected to Associate Membership in 
the same manner as provided for the elec- 
tion of Active Members. Election to Asso- 
ciate Membership shall be for a maximum 
period of three (3) years. At any time 
prior to or at the termination of said peri- 
od any Associate Member who has com- 
pleted three (3) years of practice, and who 
is otherwise eligible may be elected to 
membership in the manner provided for 
in Section 2. Any Associate Member who 
fails to be elected to Active Membership 
within one (1) year after becoming eligible 
for Active Membership shall be dropped 
from the rolls of the Academy. Associate 
Members shall not be entitled to vote or 
to hold office in the Academy but shall 
have the privilege of the floor of the As- 
sembly. Associate Members shall be re- 
lieved of all postgraduate requirements,” 
and 

BE IT FURTHER RESOLVED, That Sec- 

tion 2 of Chapter I shall be amended by 
inserting a new sentence at Line 15, 
reading as follows: ‘He must have been 
engaged in the general practice of medi- 
cine for at least three (3) years preceding 
the date of his application for member- 
ship, except that a maximum of two (2) 
years of graduate training or military 
service may be substituted for the time 
spent in actual practice.” 
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No. 14: To eliminate Sustaining Mem- 
bership. 

Constitution, Article III—By-Laws, 
Chapter I, Section 7 

Proposed by the California Chapter of 
the American Academy of General Practice 

Resotvep, That Article III of the Con- 
stitution shall be amended by striking 
from Line 3 thereof the words, ‘(5) Sus- 
taining Members,” and by striking out 
all of Section 7, Chapter I of the By- 
Laws, ‘Sustaining Members.” 


No. 15: To specifically require county so- 
ciety membership. 

By-Laws, Chapter I, Section 8 

Proposed by the California Chapter of 
the American Academy of General Practice 

Resotvep, That Chapter I, Section 8 
of the By-Laws shall be amended by add- 
ing thereto: “Any member who is tem- 
porarily or permanently suspended, ex- 
pelled, or who resigns from his state or 
county medical society will be stricken 
from the rolls of the Academy. If a mem- 
ber so stricken regains his membership 
in his state or county society, he must 
re-apply for Academy membership in the 
manner prescribed for new applicants.” 


No. 16: To eliminate membership admis- 
sion fee. 

By-Laws, Chapter IV, Section 1 

Proposed by the California Chapter of 
the American Academy of General Practice 

Resotvep, That Chapter IV, Section 
1 of the By-Laws shall be amended by 
striking out Lines 9 through 13 which 
read: “In addition to the foregoing there 
shall be an initiation fee of ten dollars 
($10.00) which shall accompany any ap- 
plication for new membership, and which 
shall be returned to any applicant for 
membership if he is not elected to 


membership.” 


No. 17: To create new committee on post- 
graduate requirements. 

By-Laws, Chapter IX, Sections 2 and 5 

Proposed by the California Chapter of 
the American Academy of General Practice 

Resotvep, That Chapter IX, Section 
2 of the By-Laws shall be amended by 
striking out starting with line 14: ‘To 
cooperate with state chapters in the re- 
cording and enforcement of postgrad- 
uate training requirements for continued 
membership in the Academy, and (4).” 
Section 5 shall be amended by striking 
out Lines 18 through 21 starting: (5) To 
evaluate the various types of postgrad- 
uate training as to their acceptability for 
fulfilling the requirements for continued 
membership, as provided in Section 3 of 
Chapter I of these By-Laws.” After Sec- 
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tion 9, a Section 10 shall be added and 
will read as follows: ‘Sec. 10. Subcom- 
mittee on Postgraduate Education Require- 
ments. This committee shall be composed 
of a chairman selected by the Board of 
Directors from the Commission on Edu- 
cation and nine members from the mem- 
bership of the Academy selected by the 
Board of Directors annually. This com- 
mittee will supervise the method of 
keeping members’ postgraduate records 
and will annually prepare a list which is 
to be published each January of the 
courses acceptable in meeting the Acad- 
emy postgraduate training requirements 
for that year. The committee will draw 
up and operate under a manual which is 
subject to approval by the Board of 
Directors.” 


No. 18: To eliminate requirement for 
uniform method of reporting postgrad- 
uate studies. 

By-Laws, Chapter I, Section 3 

Proposed by the California Chapter of 
the American Academy of General Practice 

ResotveD, That Chapter I, Section 3 
of the By-Laws shall be amended by strik- 
ing from Section 3, Lines 8 through 15 
which read as follows: ‘A detailed record 
of time spent in scientific meetings of 
hospitals; county, state, regional, or na- 
tional medical societies; and postgrad- 
uate courses, as well as other creditable 
work, shall be furnished by individual 
members on a prescribed form mailed by 
the executive secretary in December of 
each year, to be returned to the head- 
quarters office within thirty (30) days 
after receipt. A copy or summary of the 
same shall be sent by the executive secre- 
tary to the secretary of the member’s 
respective state chapter.” 


No. 19: To reduce the length of the pe- 
riod during which annual dues may be 
paid. 

By-Laws, Chapter IV, Section 4 

Proposed by the California Chapter of 
the American Academy of General Practice 

Resotvep, That Chapter IV, of the By- 
Laws shall be amended by striking from 
Section 4, Lines 1 through 5, which read 
as follows: ‘Any member whose dues or 
assessments are unpaid at the time of any 
annual meeting shall be ineligible to vote 
or hold office. Any member whose dues 
or assessments are unpaid at the end of 
the calendar year shall be notified there- 
of by the treasurer, by registered mail to 
the member’s address of record”; and 
substituting in lieu thereof the following: 
‘**Any member whose dues or assessments 
are unpaid by July Ist shall be notified 
thereof by the treasurer, by registered 


mail to the member’s address of record,” 


No. 20: To establish two instead of three 
periods of proration of dues. 

By-Laws, Chapter IV, Section 2 

Proposed by the Pennsylvania Chapter of 
the American Academy of General Practice 

Wuerzas, The present system of pro- 
rating AAGP dues and fee for GP sub- 
scription every four (4) months (three 
times yearly) causes much confusion in 
the minds of new applicants for member- 
ship, and 

Wuereas, Considerable clerical time 
and effort are expended at headquarters 
of the American Academy of General 
Practice as well as in the state chapter 
secretaries’ offices in attempt to clarify 
this system of prorating of dues, not to 
mention additional time required to audit 
accounts and return refund checks for 
overpayments, and 

Wuereas, Many new applicants for 
Academy membership whose applications 
are received late in the calendar year, 
are loathe to pay partial dues on enroll- 
ment in November or December, only to 
become liable for full annual dues thirty 
(30) to sixty (60) days later, and 

Wuereas, A simplification of this pro- 
rating of dues, giving consideration to 
new members who join late in the year, 
may well provide added stimulus toward 
increasing Academy membership, now 

THEREFORE, BE IT RESOLVED, That 
Chapter IV, Section 2 of the By-Laws 
shall be amended by deleting that por- 
tion of Section 2 following the colon on 
Line 3 and down to the period at the end 
of Line 6 which reads, ‘If he is enrolled 
on or after May 1 and prior to September 
1 of any year, he shall pay two-thirds 
of the annual dues; if he is enrolled on or 
after September 1 of any year, he shall 
pay one-third of the annual dues,” and 
substituting in lieu thereof the following: 
‘If he is enrolled on or after July 1 and 
prior to November 1, he shall pay one- 
half of the annual dues; if he is enrolled 
on or after November 1, he shall pay the 
full annual dues which shall cover the dues 
for the following calendar year,” and 

BE IT FURTHER RESOLVED, That the 
American Academy of General Practice 
shall strongly urge each and every state 
chapter to amend its constitution and 
by-laws to provide for similar prorating 
of dues and consideration of new mem- 
bers enrolled on or after November |. 


No. 20A: Substitute Amendment Pro- 
posed by Committee on Constitution and 
By-Laws 

Resotvep, That Section 2 of Chapter 
IV of the By-Laws shall be amended by 
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deleting all of the second sentence there- 
of, beginning on Line 2 and ending on 
Line 6, and substituting in lieu thereof 
the following: “Dues of a new member 
shall be prorated as follows: If he is en- 
rolled on or after July 1 but prior to 
November 1, his dues for the balance of 
the calendar year shall amount to one- 
half the annual dues; if he is enrolled on 
or after November 1, his dues for the 
current calendar year shall be waived, 
but his annual dues for the ensuing cal- 
endar year shall immediately become due 
and payable, in addition to the admission 
fee, if any,”’ and 

Br IT FURTHER RESOLVED, That upon 
the adoption of this amendment by the 
American Academy of General Practice 
it shall become a part of the By-Laws of 
each constituent chapter thereof and 
pursuant thereto each constituent chap- 
ter shall follow the same system of pro- 
ration for annual dues. 


No. 21: Pertaining to Honorary Member- 
ship. 

By-Laws, Chapter I, Section 6 

Proposed by the Kansas Chapter of the 
American Academy of General Practice 

Wuereas, Chapter I, Section 6 of the 
By-Laws, Honorary Members, provides 
for possible election of Honorary Mem- 
bers to the American Academy of Gen- 
eral Practice, and the process of screen- 
ing nominations for this honor was out- 
lined by resolution at the 1950 session, 
and 

Wuereas, This process should be def- 
initely outlined in the By-Laws, even 
though it was described to the member- 
ship by the executive secretary in the 
Headquarters Bulletin of August 18, 
1954, Vol. 4, Number 8, now 

THEREFORE, BE IT RESOLVED, That 
Chapter I, Section 6 of the By-Laws be 
amended by the addition of the following 
paragraph: ‘Recommendations for Hon- 
orary Membership may be made by the 
state chapter in whose jurisdiction the 
nominee to be so honored resides, and 
holds honorary membership in that state 
chapter. The nomination shall include 
full details of qualifications and/or spe- 
cific reasons for such recommendation. 
On presentation to the Congress of Dele- 
gates, the resolution shall be referred to 
the Commission on Membership and 
Credentials for investigation and study. 
The recommendation of the commission 
shall be included in their annual report 
to the following annual session. A two- 
thirds affirmative secret ballot shall be 
necessary for election to Honorary Mem- 
bership.” 
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No. 22: To remove the right of members 
to introduce resolutions in the Assem- 
bly, and the right of members to refer- 
endum. 

Constitution, Article V 

Proposed by the Kansas Chapter of the 
American Academy of General Practice 

Wuergas, The wording of the present 
Constitution, Article V, Assem- 
bly,” makes action in accordance with it 
impossible by the fact that it has been 
found from experience that the business 
session of the Congress of Delegates can 
best be conducted prior to the scientific 
sessions of the Academy, thus permitting 


’ officers and delegates to attend all scien- 


tific presentations, and 

Wuereas, The scientific education of 
all members is the primary goal and re- 
quirement for Academy membership, 
and 

Wuergeas, The provision in Section 3 
of Article V, permitting a possible refer- 
endum to be ordered by members attend- 
ing the Assembly is unnecessary because 
already provided for in Article VI, Sec- 
tion 2, 

THEREFORE, BE IT RESOLVED, That 
Article V, Section 1 of the Constitution 
shall be amended by inserting in Line 6 
after the word “publication” the follow- 
ing sentence: “The Assembly shall be 
for the purpose of scientific and educa- 
tional purposes excepting a provision for 
the presentation of business affecting the 
membership, such as notices, awards, 
honors, and reports of importance and 
interest to the entire membership,” and 

BE IT FURTHER RESOLVED, That Article 
V, Section 3 of the Constitution shall be 


deleted. 


No. 23: To allow resolutions introduced 
in the Assembly to be held over for a 
year before being submitted to the Con- 
gress. 

Constitution, Article V 

Proposed by the Kansas Chapter of the 
American Academy of General Practice 

Wuereas, The wording of the present 
Constitution Article V, “The Assem- 
bly”, Sections 1 and 3, makes action in 
accordance with it impossible by the fact 
that it has been found from experience 
that the business sessions of the Con- 
gress of Delegates can best be conducted 
prior to the scientific sessions of the 
Academy, thus permitting officers and 
delegates to attend all scientific presen- 
tations, and 

Wuereas, The scientific education of 
all members is the primary goal and re- 
quirement for Academy membership, 
and 

Wuerzas, The provision in Section 3 


of Article V permits a possible refer- 
endum to be ordered by members at- 
tending the Assembly as originally in- 
tended should be retained but modified 
to conform to the present plan of closing 
the session of the Congress of Delegates 
prior to the opening session of the As- 
sembly, and 

Wuereas, An amendment has been 
presented deleting the provision for ref- 
erendum order being originated in the 
Assembly, this substitute amendment is 
offered for the decision of the Congress 
as to which is preferred by the mem- 
bership, 

THEREFORE, BE IT RESOLVED, That 
Article V, Section 1 of the Constitution 
shall be amended at Line 6 after the 
word “publication” by the insertion of 
the following sentence: ‘The Assembly 
shall be for the purpose of scientific and 
educational presentations excepting only 
a provision for business affecting the 
conduct of the Academy as provided in 
Section 3,” and 

BE IT FURTHER RESOLVED, That Con- 
stitution Article V, Section 3, “Resolu- 
tions and Referendum,” shall be deleted 
and the following substituted: ‘Article 
V, Section 3. Resolutions and Refer- 
endum: Opportunity shall be presented 
at the first or any session of the Assem- 
bly for any member of the Academy to 
present in writing any resolution per- 
tinent to the objects of the Academy, or 
in relation to the conduct of Academy 
affairs by officers or committees not al- 
ready presented to the Congress of Dele- 
gates by duly elected delegates. Resolu- 
tions so offered shall be referred without 
debate to the Congress of Delegates if 
still in session, otherwise to the Board of 
Directors, and by them to the session of 
the Congress of Delegates at the ensuing 
year. If time is essential to the purposed 
matter, a special session of the Congress 
of Delegates may be called. 

*'The resolution shall be referred by 
the Congress to the proper Resolutions 
Committee who shall hold a hearing upon 
the resolution offered, giving proponents 
as well as opponents a reasonable oppor- 
tunity to be heard. The report of the 
Resolutions Committee shall be given to 
the Congress of Delegates, who shall ap- 
prove, disapprove, or modify such reso- 
lution and then a report shall be made 
to a meeting of the Assembly. A majority 
of the members of the Assembly present 
ata regular meeting may approve the 
findings of the Congress or may request 
a referendum to the entire Academy 
membership, and such referendum to be 
conducted by a committee appointed by 
the Board of Directors.” 
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No. 24: To substitute ‘General Physi- 
cian” for ‘General Practitioner.” 

Constitution, Article II; By-Laws, 
Chapters I and IX 

Proposed by the Ohio Chapter of the 
American Academy of General Practice 

Wuereas, The initials M.D.” connote 
“Doctor of Medicine,” and these letters 
**M.D.” following a name have long held 
a distinctive, well known, and a univer- 
sally understood position of note, and 

Wuereas, The “Family Doctor” is too 
often referred to as a “general practi- 
tioner,” and 

Wuereas, Webster’s dictionary de- 
fines the word “practitioner” as, 
who is engaged in the exercise of any 
profession, especially medicine or law,” 
and further, the word “practice” is de- 
fined, “exercise of any profession—exer- 
cise, as a profession,” and 

Wuereas, The family doctor is en- 
titled to and should be given all the pres- 
tige and distinction that the words ‘*Doc- 
tor of Medicine” connote, 

THEREFORE, BE IT RESOLVED, That the 
Ohio Academy of General Practice go 
on record as disapproving the term “‘gen- 
eral practitioner” and use the terms 
‘general physician” and “personal phy- 
sician” to add dignity to the ‘Doctor of 
Medicine,” who does not limit his work 
to one field, and 

Be IT FURTHER RESOLVED, That this 
resolution be sent to the Congress of 
Delegates of the American Academy of 
General Practice at its next session as an 
amendment to the Constitution and By- 
Laws as follows: 

ResotveD, That Article II, Section 1, 
Line 3, of the Constitution shall be 
amended by deleting the word “prac- 
titioners” and by substituting the word 
“physicians” to read “... an organiza- 
tion of general physicians of medicine 
and surgery ...” 

Resotvep, That Article II, Section 1, 
Line 8 of the Constitution shall be 
amended by deleting the word “prac- 
titioner” and by substituting the word 
physician” to read, “... the right of 
the general physician to engage . . .” 

Resotvep, That Article II, Section 1, 
Line 12 of the Constitution shall be 
amended by deleting the word “prac- 
titioners” and by substituting the word 
“physicians” to read, “‘physicians, and 
to encourage ...” 

ResotveD, That Chapter I, Section 2, 
Line 4 of the By-Laws shall be amended 
by deleting the word “‘practitioner”’ and 
by substituting the word “physician” to 
read, ‘A general physician is defined as 

” 


Resotvep, That Chapter IX, Section 
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2, Lines 17 and 18 of the By-Laws shall 
be amended by deleting the word “‘prac- 
titioners”’ and by substituting the word 
“physicians” to read, “... the enroll- 
ment of all qualified general physicians 
in the Academy.” 

Resotvep, That Chapter IX, Section 
3, Line 11 of the By-Laws shall be 
amended by deleting the word “prac- 
titioners” and by substituting the word 
“physicians” to read, “physicians be 
maintained on...” 

ResotveD, That Chapter IX, Section 
4, Lines 10 and 11 of the By-Laws shall 
be amended by deleting the word “‘prac- 
titioner” and by substituting the word 
**physician” to read, . . representation 
of the general physician in medical . . .” 

ResotveD, That Chapter IX, Section 
5, Line 16 of the By-Laws shall be 
amended by deleting the word “prac- 
titioners” and by substituting the word 
“physicians,” to read, education 
and training of general physicians ;” 


No. 25: To permit the election of the 
Speaker and Vice Speaker from the 
membership thus giving all states two 
delegates. 

By-Laws, Chapter V, Sections 1 and 2 

Proposed by the Committee on Constitu- 
tion and By-Laws 

ResotveD, That Chapter V, Section 1 
of the By-Laws shall be amended by in- 
serting the words “speaker, vice-speak- 
er” following the word “vice-president” 
at the end of Line 6 thereof, and 

BE IT FURTHER RESOLVED, That Chap- 
ter V of the By-Laws shall be amended 
by striking all of Section 2 therefrom and 
renumbering the present Section 3 as 
Section 2 and the present Section 4 as 
Section 3. 


No. 26: To allow a state to seat an alter- 
nate if one of its delegates is elected 
Speaker. 

By-Laws, Chapter VIII, Section 2 

Proposed by the Michigan Chapter of 
the American Academy of General Practice 

Resotvep, That Chapter VIII, Section 
2 of the By-Laws be amended by adding 
a new paragraph following the para- 
graph ending at Line 6 as follows: “*Dur- 
ing the term a delegate serves as Speaker 
of the Congress of Delegates, by Con- 
stitution he is an officer of the Academy 
ex officio and therefore a delegate or 
alternate of that state may be seated as 
delegate in lieu of the Speaker.” 


No. 27: To elect Speaker and Vice- 
Speaker from the membership and stag- 
ger their terms. 

By-Laws, Chapter V, Sections 1 and 2 


and Chapter VI, Section 4 
Proposed by the Virginia Chapter of the 
American Academy of General Practice 
Wuereas, The Speaker and the Vice. 
Speaker of the Congress of Delegates of 
the American Academy of General Prac- 
tice are vital officers to the activity of 
the Congress of Delegates, and 
Wuereas, Continuity of activity is de- 
sirable as obligating constituent chap- 
ters to return men so elected, 
THEREFORE, BE IT RESOLVED, That the 
Constitution and By-Laws of the Ameri- 
can Academy of General Practice be re- 
vised to provide: 
(1) That the Speaker be elected from 
the Assembly for a term of two (2) 
years, to be eligible to succeed him- 
self and to have a vote only in the event 
of a tie; 
(2) That the Vice-Speaker be elected 
from the Assembly for a two-year 
term, which shall not run concurrent- 
ly with that of the Speaker, and he 
shall vote only if he is presiding, in 
the event of a tie; he shall be eligible 


to succeed himself. 


No. 28: To restrict the powers of the 
Executive Committee. 
By-Laws, Chapter VII, Section 3 
Proposed by Arthur S. Haines, M. D. 
ResotveD, That Chapter VII, Section 3 
of the By-Laws shall be amended by 
striking therefrom all of said section and 
substituting in lieu thereof the following: 
**Sec. 3. There shall be an Executive 
Committee which shall consist of the 
Chairman of the Board of Directors, the 
treasurer of the American Academy of 
General Practice, and two of the nine 
members of the Board of Directors 
who were elected as Directors of the 
American Academy of General Practice, 
said two members to be elected by the 
Board of Directors at its first annual 
meeting. The Executive Committee shall 
possess and exercise all of the delegable 
powers of the Board of Directors except 
when the latter is in session. It shall 
have power to transact all regular busi- 
ness of the American Academy of Gen- 
eral Practice in the interim between reg- 
ular meetings of the Board of Directors, 
provided that any action which it may 
take shall not conflict with the policies 
and expressed wishes of the Board of 
Directors, and that it shall refer all 
matters of major importance to the 
Board of Directors. Should any matter 
of extreme urgency arise between regu- 
lar meetings of the Board of Directors, 
it shall be the duty of the Executive 
Committee to request the Chairman of 
the Board of Directors to call a special 
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meeting of the Board of Directors for 
the purpose of considering and taking 
action upon such matter. Meetings of 
the Executive Committee shall be held 
at the call of the chairman, at a time and 
place to be fixed by him. At least seventy- 
two (72) hours notice of any meeting 
shall be given to each member of the 
committee, but any meeting may be held 
without notice if a unanimous consent 
and waiver of notice of the meeting is 
signed by all the members of the com- 
mittee. A majority of members of the 
committee shall constitute a quorum for 
the transaction of business. Copies of the 
notice of Executive Committee meetings 
shall be mailed to remaining members 
of the Board of Directors at time of mail- 
ing notice to Executive Committee mem- 
bers. The Executive Committee shall 
keep minutes of its proceedings and 
shall submit a report of its actions to the 
Board of Directors for approval or dis- 
approval at the first meeting of the Board 
following and at such other times as may 
be required by the Board.” 


No. 28A: Substitute Amendment Pro- 
posed by the Committee on Constitution 


and By-Laws. To clarify the powers of the 
Executive Committee. 

Resotvep, That Chapter VII of the 
By-Laws shall be amended by striking 
all of Section 3 thereof and substituting 
in lieu therefore the following: ‘Sec. 3. 
There shall be an Executive Committee 
of four composed of the chairman of the 
Board of Directors, the treasurer and 
two members of the Board of Directors 
appointed annually by the Board of Di- 
rectors at its first meeting. The Executive 
Committee, by majority vote of its mem- 
bers shall have full authority to act for 
and in behalf of the Board of Directors 
whenever the business of the Academy 
demands prompt action in the interim 
between meetings of the board or when 
it is impracticable or impossible to con- 
vene the Board of Directors. 

**Meetings of the Executive Committee 
shall be held at the call of the chairman. 
At least seventy two (72) hours’ notice 
shall be given unless such notice shall 
be waived as provided by law. Notice of 
meetings of the Executive Committee 
shall be given simultaneously to all mem- 
bers of the Board. A report of its actions 
shall be given by the Executive Commit- 


tee to the Board of Directors at the first 
meeting of the Board following.” 


No. 29: To change the composition of 
the Executive Committee. 

By-Laws, Chapter VII, Section 3 

Proposed by the Virginia Chapter of the 
American Academy of General Practice 

Wuereas, The constitution of the 
Executive Committee is very important 
to the affairs of the American Academy 
of General Practice and the constituent 
state chapters, and 

Wuereas, The composition of this 
important committee may create dis- 
sension among the Board of Directors at 
its annual election, 

‘THEREFORE, BE If RESOLVED, It is rec- 
ommended that the Constitution and 
By-Laws of the American Academy of 
General Practice be changed to compose 
this committee of the Chairman of the 
Board of Directors, the president, the 
president-elect, and the three senior 
members of the Board. This committee 
may request the assistance of the treas- 
urer and the executive secretary at its 
meetings at its discretion. 
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To Protect Skin After 


i: and for Other Skin Irritations and Macerations / 


@ Diaper rash 
@ Industrial 


@ Contact 


@ Irritation from 


Silicote sheds irritating discharge, prevents skin macera- 

tion, and allows irritated skin to heal. Silicote adheres 

to the skin—at least three surgical scrubbings are re- 
quired to obliterate a single application. Silicote is non- 
occlusive, inert, nonsensitizing. '?> Try Silicote! 

Contains 30% silicones in refined petrola- 1. Talbot, J. R., et al: JI. Inv. Derm. 

tum base. Contains no water-soluble or 17:125 

water-miscible ingredients to wash away. 2. Reiches, A. J.: Arch. Derm. & Syph. 

3. Morew, Gront: Colif. Med.: 90:21 

Samples and Reprints on Request 


ALSO FOR: 
@ Soap and 

water 

dermatitis 


SILICOTE } 


Dermatoses 


SILICONE OINTMENT 


Dermatoses 


Vaginal ORIGINAL SILICONE SKIN PROTECTANT 


Discharge 


ARNAR-STONE LABORATORIES, INC. 


1316 Sherman Ave., Evanston, Ill. 
In Canada: Brent Laboratories, Ltd., Toronto 
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TORIES ic, pistt 


Toronto 


/ by the makers of Diaparene Chloride. 
Cradol contains natural oils which protect the scalp against drying ele- 


ments, lubricates the scalp and prevents recurrence of cradle cap. 


Cradol prevents secondary infection. It contains Diaparene Chloride a 
well recognized and clinically proven antibacterial agent. 


Supplied in 4 oz. bottles. Literature and samples on request 


BENSON-NUEN LABORATORIES, INC. + NEW YORK 10,N.Y. + TORONTO 10, CANADA 
A Subsidiary of Homemakers’ Products Corporation 
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